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M“* attempts have been made to 


use massive arsenotherapy for 
the rapid cure of syphilis. Until re- 
cently these were all abortive because 
of the toxic effects of the drugs. Even 
with the aid of the continuous intra- 
venous drip, devised by Hyman, 
Chargin, and Leifer’ in 1933, neo- 
arsphenamine was toxic, peripheral 
neuritis being one of the most frequent 
complications. Recently, however, 
these same investigators in association 
with a committee, appointed by Com- 
missioner John L. Rice of the New 
York City Department of Health, found 
that arsenoxide or mapharsen given 
in massive dosage by the drip method 
caused appreciably fewer toxic effects 
than neoarsphenamine.? 

The use of mapharsen has theoretical 
advantages for massive dosage which are 
not shared by other trivalent arsenical 
drugs: (1) As arsenoxide is the effec- 


* Aided in part by a grant from the American 
Committee on Research in Syphilis. 


tive spirochetocidal derivative of all the 
arsphenamines, its direct use requires 
smaller amounts of arsenic for effective 
dosage. (2) A higher percentage of the 
arsenic can be recovered in the excreta 
after mapharsen is used than after 
neoarsphenamine.* (3) The elimination 
of arsenic is more rapid with mapharsen 
than with either arsphenamine or neo- 
arsphenamine.* (4) As mapharsen is 
less sensitizing than other arsphena- 
mines, exfoliative dermatitis is almost 
never encountered with its use.‘ 

In 1937, in the wards of Bellevue 
Hospital we began to increase the num- 
ber of mapharsen injections in patients 
with early syphilis from 1 a week to 
2. By 1938 we were giving 3 injections 
a week of 0.06 gm. mapharsen for 4 
weeks to all patients with early infec- 
tious syphilis. This was followed by the 
usual routine treatment with courses of 
weekly injections of bismuth alternating 
with courses of arsenical drugs. In the 
light of this experience and after ob- 
serving the use of mapharsen by the 
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intravenous drip method at Mt. Sinai 
Hospital, we determined in December, 
1939, to attempt rapid massive treat- 
ment without using the continuous drip, 
for which we had no facilities at Belle- 
vue Hospital. With few exceptions, 
only patients with early infectious 
syphilis were chosen for this experi- 
mental treatment and all were hos- 
pitalized. 


SURVEY OF METHODS OF TREATMENT 

We started our intensive treatment 
by giving 2 injections of 0.06 gm. 
mapharsen daily for 10 days. Every 
dose was dissolved in 10 cc. of sterile 
distilled water and given intravenously 
by the usual syringe technic. From 6 to 
8 hours intervened between the morning 
and evening doses. After treating 38 
patients in this manner the period of 
treatment was shortened from 10 to 6 
days because of the occurrence of a 
number of early acute arsenical erythe- 
mas which forced us to interrupt treat- 
ment on the 7th or 8th day. Apart 
from this reaction all patients had 
tolerated the treatment so well that we 
decided not to lower the total amount 
of drug but to increase every dose from 
0.06 gm. to 0.1 gm. and to give the 
drug twice a day for 6 days. As 
women had tolerated the 10 day treat- 
ment with a total dosage of 1.2 gm. as 
well as men, we made no distinction in 
dosage between the sexes in the 6 day 
treatment. 

Except for some nausea and vomiting 
this treatment was tolerated 
markably well until the 111th case, a 
23 year old Italian woman, died from 
hemorrhagic encephalitis. After long 
and anxious consultation we decided to 
continue the 6 day treatment but to re- 
duce the dosage of mapharsen and to 
increase our efforts to observe the 
progress of each patient by more 
thorough laboratory study. Thus in 
males each individual dose of mapharsen 
was reduced to 0.08 gm. or 0.09 gm. 
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instead of 0.1 gm.; and in females to 
0.06 gm. or 0.07 gm. The total dosage. 
therefore, varied from 0.72 gm. to 1.08 
gm. in 6 days. In addition to the usual 
blood counts, blood chemistry and liver 
function tests, careful spinal fluid ex- 
aminations were made on each patient 
before and immediately after treatment. 

In spite of increased watchfulness and 
care, in September, 1940, we had an- 
other case of hemorrhagic encephalitis 
following the 11th injection of 0.09 gm. 
mapharsen in 5% days. This patient 
was a 26 year old Italian male who had 
tolerated his treatment fairly well ex- 
cept for marked apprehensiveness and 
worry over the nature of his disease. 
His temperature rose on the morning 
of the Sth day of treatment and a spinal 
tap was done. This showed xanthro- 
chromic fluid and a total protein of 100 
mg. per cent, the upper limit of normal 
by our method being 20 mg. per cent. 
Apart from the temperature he had no 
symptoms at that time but the spinal 
fluid findings made us very uneasy. 
Our ignorance of the pathogenesis and 
treatment of hemorrhagic encephalitis, 
however, is so great that we failed to 
prevent the onset of symptoms which 
started about 4.30 on the afternoon of 
the same day. Spinal drainage had been 
a complete failure in our first case of 
hemorrhagic encephalitis and no attempt 
was made to repeat it. This patient was 
desperately ill for about 48 hours. At 
the end of this time he was obviously 
out of danger except for an aspiration 
pneumonia which was controlled by sul- 
fapyridine. He is now well and has a 
negative serology as well as normal 
spinal fluid. 

About the same time a possible third 
case of hemorrhagic encephalitis de- 
veloped in a Polish boy, 21 years of 
age. After the 11th injection of 0.07 
gm. mapharsen in 5/4 days he had 3 
brief convulsive seizures, each lasting 
about 30 seconds. His spinal fluid find- 
ings were normal on that day and he 
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had no symptoms or complaints apart 
from his brief seizures. Five days later 
he had 2 more similar seizures. On this 
day his spinal fluid showed a total pro- 
tein of 40 mg. per cent. He gave no 
history of epilepsy and he has had no 
further seizures. 


COMBINED FEVER AND CHEMOTHERAPY 

By this time we had treated 226 
patients with mapharsen alone. Apart 
from the cases of hemorrhagic encepha- 
litis the treatment had proved satisfac- 
tory from the point of view of the 
patient’s tolerance and the ease with 
which it was given. We had learned, 
however, that no laboratory tests or 
clinical observations within our scope 
gave us any aid in anticipating hemor- 
rhagic encephalitis, and we concluded 
that the incidence of this complication 
was too high for further experimenta- 
tion with intensive mapharsen alone. 
Therefore, we turned to a combina- 
tion of fever and mapharsen as a 
possible means of avoiding hemor- 
rhagic encephalitis. 

As long ago as 1923, Kyrle, Dattner,® 
and others noted that fever seemed to 
prevent toxic reactions to arsenical drugs 
in the treatment of syphilis. More re- 
cently de Kruif and Simpson * have made 
similar observations. At Bellevue Hos- 
pital we had noted that elderly patients 
treated with malaria for neurosyphilis 
tolerated daily injections of marpharsen 
following their course of fever amaz- 
ingly well. In addition to these observa- 
tions it is known that fever seems to 
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aid the effectiveness of arsenical drugs 
in the treatment of syphilis. Conse- 
quently, besides hoping to avoid the 
occurrence of hemorrhagic encephalitis 
by the use of fever, it seemed justifiable 
to attempt the cure of early syphilis 
with a smaller total dosage of maphar- 
sen, if this was used in association with 
fever. The plan of treatment adopted 
was as follows: 


2 injections of 0.06 gm. mapharsen on the 
first day. 

1 injection 0.06 gm. mapharsen on each day 
thereafter for 7 days. 

On the 2nd, 4th, 6th, and 8th days fever 
was induced by typhoid vaccines intra- 
venously. In order to prolong the fevers 
at a level of 104° F. or over for at least 
4 hours 2 injections of typhoid vaccines 
were usually required. This made a 
total dosage of 0.54 gm. mapharsen and 
4 fevers in 8 days. 


No serious complications were en- 
countered with this method of treat- 
ment in a series of 125 patients. We 
cannot tell as yet, however, whether 
the therapeutic results with only 0.54 
gm. mapharsen will prove as satisfactory 
as with larger doses. So far Wasser- 
mann titers seem to have responded 
well, but the association of typhoid 
vaccines intravenously and mapharsen 
on the same day causes much distress 
to many patients, headaches, nausea 
and vomiting forming the chief com- 
plaints. 

In the hope of decreasing the discom- 
fort of treatment we recently altered 
our program. The number of fevers 
was reduced from 4 to 2 and they are 


TABLE 1 


Distribution of Patients by Age, Sex, Race 


All Patients 
A 


White 
A 


Negro 
A. 


Age in Years 


M. 
12 
70 
28 

8 


a Total M. F. Total M. F. Total F. Total M. F. 
10-19 $5 19 36 10 6 4 44 32 1 1 0 
20-29 215 126 89 79 50 29 126 56 10 6 4 
30-39 89 66 23 48 35 13 36 8 5 3 2 
40-49 30 24 6 20 15 5 8 0 2 l 1 
50+ Sse 0 8 8 0 0 0 0 0 0 0 
Total 397 243 154 165 114 $1 214 118 96 18 il 7 
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not given on the same days with ma- 
pharsen. In addition, the total dosage 
of mapharsen has been increased from 
0.54 gm. to 0.84 gm. or more in selected 
cases. The program calls for 8 days 
of treatment which is given as follows: 


2 injections of 0.07 gm. mapharsen on the 
Ist day. 

Fever induced by typhoid vaccines on the 
2nd day. 

2 injections of 0.07 gm. on the 3rd day 

Fever induced by typhoid vaccine on the 
4th day. 

4 days of 0.07 gm. mapharsen twice daily. 


Although only a few cases have been 
treated in this way to date, there seems 
to be less discomfort than with the 
previous method. Obviously there are 
many possible combinations of fever and 
arsenotherapy. Our aim is to find the 
one which gives a minimum of discom- 
fort and a maximum of safety with, of 
course, satisfactory therapeutic results. 

Because we occasionally encounter pa- 
tients in whom fever seems to be con- 
traindicated, as in pregnant women or 
active pulmonary tuberculosis, we have 
not entirely abandoned intensive treat- 
ment with mapharsen alone. 


ANALYSIS OF CASES TREATED 
Reference to Tables 1 and 2 will show 
that the series of cases treated in no 
sense represents a selected group. At 
times we feared that we were using too 
little caution in this respect, but no 
patient was treated against his or her 
wishes and every precaution was taken 
to interrupt or stop therapy when this 
seemed indicated. The majority came 
from the poorest groups in New York 
City; many had varying degrees of mal- 
nutrition and mild anemias; associated 
diseases of an acute or chronic nature 
were not uncommon as is shown in 
Table 2. We experienced surprisingly 
little difficulty, however, in treating 
these patients. Very few of those who 
might have been considered poor risks 
when admitted to the wards had un- 
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TABLE 2 


Diseases Associated with Syphilis in the 
Cases Treated 


Lymphogranuloma _inguinale 
Granuloma inguinale 
Balanitis 
Condyloma acuminatum 
Pulmonary tuberculosis 
Essential hypertension 
Rheumatic heart disease (inactive) 
Chronic bronchitis & emphysema ......... ; 
Appendicitis 
Appendectomy before treatment 
Appendectomy interrupting treatment 
Chronic alcoholism (severe) 
Epilepsy 
Anal fistula 
Alveolar abscess (severe) 
Acute sinusitis (severe) 
Infected pilonidal cyst 
Adenoma of thyroid 
Previous thyroidectomy 


favorable reactions, and many of them 
stated that they felt better after treat- 
ment than for a long time before treat- 
ment. Six pregnant women who pre- 
sented themselves with early infectious 
syphilis were included in our series. In 
no case was fever attempted in these 
patients. Three have been delivered 
since their treatment was completed. 
Detailed reports of results will be made 
later. 


TABLE 3 


Distribution of Treatment Courses by 
Stage of Disease 


Total No. of treatment courses 
Primary and secondary syphilis 
Early latent syphilis 
Retreatments * 


* These consist of cases originally treated by the 
rapid syringe method for early infectious syphilis. 
Eighteen were retreated because of relapses or rein- 
fections and 1 because of a persistently positive 
Wassermann test over a period of 9 months. 


TABLE 4 
Distribution of Cases by Type of Treatment 


Total No. of Treatment Courses from Dec. 
1939 to Mar. 15, 1941 
Treated with mapharsen only 
Treated with mapharsen and typhoid vaccine 
Treated with mapharsen and artificial fever 


! 
| 
q 
Cases 
sss. 
a 
oom 
| 
|, 
4 
4 
06 
380 
| 
416 
275 
140 


Vol. 31 


SYPHILIS TREATMENT WITH MAPHARSEN 


TABLE 5 


Comparison of Toxic Effects in Cases Treated with Mapharsen Only—Syringe Method 
(Bellevue Hospital) and Intravenous Drip Method (Mt. Sinai Hospital) 2 


Total treatment courses 
Herxheimer or primary fevers 

Secondary rises in temperatures 

Slight temperature elevation throughout treatment 
Exifoliative dermatitis 

Early acute arsenical erythemas and urticarias 
Pruritis (few hours duration) 

Nitritoid (after 10th mapharsen in one patient) 
Marked vomiting 

Diarrhea (mild) 

Headaches (mild) 

Icteric index elevation during treatment (transient) 
Jaundice during hospitalization 


Toxic hepatitis (etiology uncertain), 6 months after treatment 


Blood N.P.N. elevation during treatment 
Blood dyscrasias 


Peripheral neuritis within few weeks after treatment (no objective signs)... 


Cerebral symptoms (total) 
Hemorrhagic encephalitis 
Single convulsion 
Disorientation 
Epileptiform convulsive seizures 


Intravenous 
Syringe Method Drip Method 
( Bellevue) (Mt. Sinai) 


Percent No. Per cent 


0 288 
116 
36 


0 
8 
8 
0 
9 


oo 


0 
0 


6 


ooo 


0 


5 
3 
5 
5 
3 
7 
7 


Orr #0048870 


0 
0 


0 
0 
3 


6 


reatment interrupted due to secondary rise in temperature or marked 


vomiting 


Treatment stopped between 0.6 and 1.0 gms. mapharsen 


Due to secondary rise in fever 


Due to secondary rise in fever associated with marked vomiting 
Due to tachycardia in a patient with suspected hyperthyroid disease .... 


Fatality (due to hemorrhagic encephalitis) 


* No information given.? 


TOXIC MANIFESTATIONS 
From Table 5 it will be seen that the 
toxic effects in the patients receiving 
only mapharsen roughly parallel those 
in the series treated by the intravenous 
drip method at Mt. Sinai Hospital. 
Apart from hemorrhagic encephalitis 
none of these manifestations warrants 
abandoning further experimentation 
with this type of treatment. After the 
first 2 days of injections patients were 
allowed out of bed and no attempt was 
made to alter the regular ward diet. 
Table 6 gives the toxic effects noted 
in the series receiving combined ma- 
pharsen and fever treatment. Among 
this group are found the only patients 
who showed transitory evidence of pos- 
sible renal damage. Three had elevated 
non-protein nitrogen - associated with 
marked albuminuria and cylindruria. In 
every case these abnormal findings dis- 


Cet 


appeared entirely within a few days 
after treatment was finished. Four pa- 
tients became mildly delirious at the 
height of their fevers but they had 
temperatures of over 106° F. at the 
time. Electrocardiographic tracings were 
made in a number of patients at various 
intervals during treatment. Those pa- 
tients receiving only mapharsen showed 
no changes in their electrocardiograms. 
In the series where mapharsen was com- 
bined with fever transitory electrocardi- 
ographic changes were not infrequent. 
Four patients in the typhoid vaccine 
series had daily electrocardiograms be- 
fore, during, and after treatment. Two 
showed T wave changes in leads I and 
II on the days when they had fever. 
This was to be expected as it is well 
known that fever treatments may cause 
transient electrocardiographic changes. 
Mention must also be made oi the 
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TABLE 6 
Toxic Effects in Series Treated with Mapharsen and Typhoid Vaccines 


Total treatment courses 
Herxheimer or primary fevers 
rises in temperature 
Exfoliative dermatitis 
Early acute arsenical erythemas & urticarias 
Severe headaches 


Icteric index elevation during treatment (transient) 
Jaundice (total no.) . 

during hospitalization 

3 weeks after treatment 


Blood NPN elevation during hospitalization (transient) 


Blood dyscrasias 
Peripheral neuritis 
Generalized aches and pains 
Palpitation or precordial distress 
Persistence of temperature over 12 hours 
Treatment interrupted (total no.) 
due to secondary rise in temperature 
due to persistent fever after typhoid vaccine 
due to acute appendicitis 
due to infected pilonidal cyst 
Less than 4 fevers given (total no.) 
due to reactions—mainly vomiting and headaches 
due to pulmonary tuberculosis 
Hemorrhagic encephalitis 
Fatalities 


incidence of mild transitory liver dam- 
age in the series receiving typhoid 
vaccines intravenously. Seven had in- 
creased icteric indices and 22 per cent 
showed an increase of urobilinogen at 
some time during treatment. None of 
the abnormalities noted, however, re- 
mained more than a few days after 
treatment ended. Clinical jaundice of 
a few days’ duration occurred in 2 
patients but enlargement of the liver 
was not found during or after treatment 
in any case. 

In summary, it is evident that the 
combination of intravenous typhoid vac- 
cine and mapharsen, especially when 
both are administered the same day, 
gives more frequent transitory toxic 
effects than mapharsen alone, but no 
clinical evidences of hemorrhagic en- 
cephalitis were noted in 141 cases. By 
reducing the number of fevers and omit- 
ting mapharsen on the days when fever 
is given, we believe that the incidence 
of minor toxic effects can be materially 
reduced. 


Number Per cenj 


oo 
on ono 
cow 


wow 


LABORATORY STUDIES 

Space prevents a detailed discussion 
of the laboratory findings in this large 
series. Over 100 cases had complete 
hematological studies immediately be- 
fore and during, or right after treat- 
ment. These included cell volume and 
hemoglobin determinations, red and 
white cell counts with careful differen- 
tial, platelet and reticulocyte counts, 
cell fragility tests, bleeding and coagu- 
lation time, quantitative bilirubin deter- 
minations and erythrocyte sedimentation 
rates. The studies were made by Drs. 
Leonard Goldwater and David H. Gold- 
stein, New York University College of 
Medicine, with the aid of a trained 
technician, and will be reported by them 
in a later paper. It is of special interest 
that in the hemorrhagic encephalitis 
cases, apart from spinal fluid findings, 
all laboratory tests, including blood 
vitamin C determinations, were negative. 

Arsenic Content in the Blood: Blood 
arsenic determinations were made twice 
a day on over 30 patients. In a few 
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insiances these were checked in two 
diferent laboratories by two different 
technicians. In general, the arsenic 
levels in the blood gradually rose during 
treatment, and the curves are similar 
to those obtained at Mt. Sinai Hospital, 
where the intravenous drip was used. 
Complete reports of these studies will 
be made later by Drs. Goldwater and 
Goldstein. 

Spinal Fluid Findings: The results of 
spinal fluid tests done immediately be- 
fore and after treatment are given in 
Tables 7 and 8. They merit study and 
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ment, which is contrary to the findings 
in hemorrhagic encephalitis. (3) In no 
case was the Wassermann reaction posi- 
tive after treatment. Presumably we 
are, therefore, dealing with treatment 
reactions rather than syphilis. Three of 
these cases received typhoid vaccines 
and mapharsen. One woman who re- 
ceived 0.66 gm. mapharsen without 
fever was kept in the hospital for 9 
weeks following treatment in order to 
check her spinal fluid at intervals, but 
she still had increased cells and protein 
on discharge. Her blood serology is now 


TABLE 7 
Positive Spinal Fluids before Treatment * 


Positive ** and Doubtful *** 


No. of Fluids -—— 


Examined 


Stage of Disease 


Total 


No. Percent No. Percent No. Percent No. 


Doubtful Negative 


Percent No. Percent 


Positive 


100.0 
88.1 
77.5 


Seronegative Primary Syphilis 12 100 0 0.0 0 0.0 0 
Seropositive Primary Syphilis 42 10 [| “oe 7.1 2 
Secondary Syphilis 213 48 16.9 12 


14.6 14 


22.5 


80.2 


Total 267 100 $3 


*Of the 53 positive and doubtfully positive spinal fluids, 50 were examined immediately after treatment. 
The changes after treatment were not significant except for the one case shown in Table 8. 
** Positive spinal fluids include those with more than 15/3 cells, usually accompanied by elevations of 


total protein and colloidal gold changes. Of the 39 positive spinal fluids, 


positive spinal fluid Wassermann reactions. 


16 or 41 per cent had 


*** Doubtful spinal fluids include those with 12/3 to 15/3 cells accompanied by slight elevations of total 


protein and slight colloidal gold changes. 


discussion but space permits only a few 
comments. It will be noted (Table 8) 
that, in addition to the hemorrhagic 
encephalitis cases, 4 patients had 
marked abnormalities in their spinal 
fluids following treatment, although 3 of 
them had normal findings prior to treat- 
ment. One patient had a positive Was- 
sermann test in the higher amounts of 
spinal fluid before therapy but the 
Wassermann reaction became negative 
following treatment. The cells and pro- 
tein, however, increased. It is difficult 
to explain the pleocytosis and increased 
protein in these 4 cases for a number of 
reasons: (1) They were associated with 
no clinical signs or symptoms. (2) The 
fluids continued to be abnormal for con- 
siderable lengths of time following treat- 


negative but she stubbornly refuses 
further spinal taps because she feels well. 


FOLLOW-UP OF PATIENTS 

From the beginning of this experi- 
ment it was clear that we would be 
unable to follow a number of our pa- 
tients for any length of time after treat- 
ment was completed. Uur records show 
that 33 per cent are lost at present. 
Some of them had negative sero- 
logical findings when last seen; 6 re- 
ported to out-of-town clinics or institu- 
tions where routine therapy was given 
because the blood Wassermann test was 
found to be positive. Patients are given 
letters to show physicians in charge of 
other clinics but they either lose the 
letters or the information is disregarded. 


0.0 12 
4.8 37 
5.6 165 
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TABLE 8 
Changes after Treatment in Initially Negative Spinal Fluids 


Total number examined before and after treatment * 


Definite but slight changes after treatment 


Marked changes after treatment 
No change after treatment 


Details of Findings in Seven ** Cases showing marked changes: 


Per cent 
100.0 


Case 


Time of Examination 


Wass. 


Protein**** 


Hemorrhagic 
enceph.—0.9 
gm. maph. 


Onset of hemorrhagic 
encephalitis 


444444 


6/3 over 200 


Hemorrhagic 
enceph.—0.99 
gm. maph. 


Before treatment 

5 hrs. before onset of 
hemorrhagic enceph. 

2 days later 

17 days later 

5 months later 


0 


0123211000 
QNS 
QNS 


168/3 
many RBC***** 
30/3 


0 0000000000 


Epileptiform 
seizures—0.77 
gm. maph. 


Before treatment 
Onset of seizures 
5 days later 
9 days later 
2% months later 


0600000000 
0000000000 
0011221000 
0000000000 


6/3 
8/3 
60/3 
64/3 


1/3 0000000000 


No cerebral 
manifestations 
0.66 gm. maph. 


Before treatment 

16 days after treatment 
23 days after treatment 
7 weeks after treatment 
9 weeks after treatment 


0001112100 
1123432100 
1233221000 
1221000000 
1221000000 


6/3 
390/3 
180/3 

90/3 
75/3 


No cerebral 
manifestations 
0.54 gm. maph. 
& 4 typhoid vacc. 


Before treatment 
2 days after treatment 
18 days after treatment 


1/3 
450/3 


0000000000 
0012110000 
120/3 0000000000 


No cerebral 
manifestations 
0.48 gm. maph. 
& 2 typhoid vacc. 


Before treatment 

8 days after treatment 
17 days after treatment 
24 days after treatment 


0000000000 
1233321100 
0011100000 
0011000000 


2/3 
41/3 
53/3 
25/3 


No cerebral 
manifestations 
0.54 gm. maph. 
& 4 typhoid vacc. 


Before treatment 
1 day after treatment 


4 days after treatment 
11 days after treatment 


many RBC***** 
many RBC***** 
and WBC 
150/3 
62/3 


0000000000 
0112210000 


0112210000 
0111100000 


* Of the 267 cases shown in Table 7, 233 had spinal fluid examinations before and after treatment. Of 
these 233 cases, 183 had initially negative spinal fluids. 
** Because of similar findings to the other 6 cases, an initially positive spinal fluid is included in this 


table. 


*** With the Fuchs-Rosenthal chamber, the total number of cells in 3 cu. mm. are counted; consequently, 


to express this result in the conventional fashion of cells per cu. mm., it is 
result by 3. 


to divide the 


For example, if the chamber count were 6 cells, this would be equivalent to 6/3 or 2 cells 


per cu. mm. 


**** Total proteins are determined by the method of Exton and Rose using the “ junior scopometer.” 


The 


normal limit of total proteins by this method is approximately 20 mg. per 100 cc. 
***** Spinal fluids were clear, but microscopic exa 


tion sh d 


R.B.C. 


Some of the missing patients may still 
be found as we have assurance of more 
help to trace them in the future. 

The question naturally arose whether 


patients should receive the rapid treat- 
ment when it was obvious that they 
would not report for follow-up observa- 
tion. We decided that from a public 
health standpoint it was better to treat 


many 


them intensively than to turn them loose 
after a few injections of arsenical drugs. 
Past experience indicated that, if we 
could not follow them after discharge, 
most of them would not continue 
routine therapy. 


RESULTS OF TREATMENT 
Because the combined treatment with 
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TABLE 9 


Status of 142 Cases, 6 to 15 Months after Treatment with 1.08 gm. to 1.2 gm. Mapharsen 


Status 6 to 15 Months after Treatment 
A 


Relapse or 


No. Now Almost Still 
Status before Treatment Treated Seronegative Seronegative * Seropositive Reinfection Lost 
Seronegative primary syphilis 6 1 0 0 1 4 
Seropositive primary syphilis 28 17 2 0 2 7 
Secondary syphilis 108 55 7 3 7 36 
Total 142 73 9 3 10 47 
Summary 
Number Per cent 
Cases treated 142 100.0 
Lost 47 33.1 
Followed 95 66.9 
Status of 95 cases followed 
Probable favorable results 82 86.3 
Now seronegative (73 cases or 76.8%) 
Almost seronegative (9 cases or 9.5%) 
Still seropositive 3 3.2 
Relapse or reinfection 10 10.5 
Total 95 100.0 


* Cases listed as almost seronegative have Wassermann titers of less than 10 and the Bellevue Hospital 


Wassermann test is entirely negative in all but 2 cases. 


fever and mapharsen was started less 
than 6 months ago, the results of treat- 
ment are reported only on those pa- 
tients who received massive dosage with 
mapharsen alone. They are reported 
in Tables 9, 10, and 11. Early latent 
cases are omitted. 

Favorable Results: Of the patients 
followed for 6 months or more 86.5 per 
cent now have a negative or almost 


negative serology. This percentage in- 
cludes 4 cases successfully re-treated 
because of relapses or reinfections 
after their original intensive treatment. 
Through the courtesy of Dr. Wadsworth 
of the New York State Health Depart- 
ment, Wassermann tests are titered in 
the State Laboratory to the end point 
in the patients of this series. Some titers 
of over 600 have been reported. The 


TABLE 10 
Status of 59 Cases, 6 to 15 Months after Treatment with 0.66 gm. to 0.84 gm. Mapharsen 


Status 6 to 15 Months after Treatment 
ve 


No. Now Almost Still Relapse or 
Status before Treatment Treated Seronegative Seronegative * Seropositive Reinjection Lost 
Seronegative primary syphilis 4 2 0 0 1 1 
Seropositive primary syphilis 4 3 0 1 0 0 
Secondary syphilis 51 18 7 2 5 19 
Total 59 23 7 3 6 20 
Summary 
Number Per cent 
Cases treated 59 100.0 
Lest 20 33.9 
Followed 39 66.1 
Status of 39 cases followed 
Probable favorable results 30 76.9 
Now seronegative (23 cases or 59%) 
Almost seronegative (7 cases or 11.9%) 
Still seropositive 3 7.7 
Relapse or reinfection . 6 15.4 
Total 39 100.0 
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TABLE 11 


Summary of Cases in Tables 9 and 10 
Status of the 134 Cases Treated with 0.66 gm. 
to 1.2 gm. Mapharsen and Kept under 
Observation 6 to 15 Months 

No. Per cent 


Probable favorable results * 112 83.6 
Still seropositive 6 4.5 
Relapse or reinfection 16 11.9 


Total 134 100.0 


*One of the seropositive cases and 14 of the 
relapses or reinfections have been re-treated by the 
rapid syringe method. Four of them are already 
seronegative. Including these 4, we have a total 
of 116 cases. or 86.5 per cent, with probable 
favorable results. 


cases listed as almost negative have 
titers of less than 10 and the Bellevue 
Hospital Wassermann test is entirely 
negative in all but 2. 

It will be noted that the percentage 
of favorable results is higher in the 
series treated with over 1 gm. maphar- 
sen. With this dosage 86.3 per cent of 
those originally treated have favorable 
results. Only 76.9 per cent of those 
treated with a total dosage of 0.6 gm. 
to 0.84 gm. have similar results. The 
difference in percentages is possibly 
more apparent than real but, in view of 
a somewhat similar finding in the Mt. 
Sinai Hospital series, it may be sig- 
nificant. 

Spinal fluids examined from 6 to 12 
months after treatment in 98 patients 
were completely negative. Nine of them 
had positive spinal fluids prior to 
treatment. 

Persistently Positive Serology: Six 
patients are listed as having strongly 
positive Wassermann tests over 6 
months after treatment. One has already 
been re-treated with fever and maphar- 
sen. The other 5 are still pending. Four 
may yet become negative because their 
titers continue to fall. The other case is 
now considered a treatment failure and 
is being admitted to the wards for 
re-treatment. 

Relapses or Reinfections: An analysis 
of these cases would require a paper 
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in itself. If we were to hazard a guess 
we would list 8 and possibly 10 of the 
16 as possible reinfections. Two were 
seronegative at the time of their original 
treatment. One remained negative for 
6 months before returning with a penile 
lesion of 2 weeks’ duration, a maculo- 
papular rash of 2 days’ duration, and a 
strongly positive blood Wassermann 
test. The other patient remained sero- 
negative for 3 months and then returned 
with a dark-field positive penile chancre. 
His Wassermann titer at that time was 
6. It increased to 33 during his re- 
treatment but has since become nega- 
tive. In addition to these originally 
seronegative cases, 4 other patients had 
become seronegative before new infec- 
tious lesions appeared. They all ad- 
mitted frequent sexual exposures after 
their original treatment. As a matter 
of fact, 14 of the 16 patients gave his- 
tories of exposures prior to the reap- 
pearance of new lesions. In 4 instances 
we were able to find and examine the 
probable sources of reinfection. All 
4 had active infectious lesions. Two 
patients admitted returning to the same 
person to whom they had been exposed 
before their first infection. Their serol- 
ogy remained positive up to the time 
of the appearance of new lesions. Both 
of their possible sources of reinfection 
were found by us to have secondary 
syphilis of long standing. From our 
present knowledge it is impossible to 
determine whether these cases represent 
reinfections or relapses. 

Among the patients whom we regard 
as relapses was one who had originally 


TABLE 12 
Spinal Fluid Examinations 6 to 12 Months 
after Treatment * 
No. Per cent 
Total number examined 98 100 
Positive Spinal fluids 0 0 
Negative Spinal fluids 98 100 


*9 cases in this group had positive spinal fluids 
before treatment. 


554 
| 
Rid 


SYPHILIS TREATMENT WITH MAPHARSEN 


been treated by the drip method at Mt. 
Sinai Hospital and returned to us in 
May, 1940, with primary and sec- 
ondary lesions. He was re-treated by 
our method only to return in October 
with dark-field positive lesions on his 
penis. He was re-treated once again 
but is now lost. Two patients admitted 
no sexual exposure prior to the appear- 
ance of relapsing lesions. Another pa- 
tient was reported to have relapsed in 
prison but he admitted exposure prior 
to his imprisonment. Fourteen of the 
16 cases who relapsed or were reinfected 
have been re-treated. Four are now 
completely negative and the Wasser- 
mann titers of the other cases followed 
seem to be responding satisfactorily. 
The problem of relapse and reinfec- 
tion cannot be dismissed without noting 
that of the 380 infectious cases treated 
by our rapid methods to date, 23 gave 
a history of previous early syphilitic 
lesions and treatment. Three had been 
treated adequately in our own clinic by 
routine therapy and their serological 
findings had been negative for well 
over 1 year. The others were chiefly 
instances of inadequate therapy. 


DISCUSSION 

From our series of 275 patients 
treated intensively with mapharsen, it 
appears that this drug can be given in 
massive dosage with a minimum of toxic 
effects. Clearly the incidence of hemor- 
thagic encephalitis is too great for 
further experimentation at present with 
the higher dosages of mapharsen we at 
first used. Both at Mt. Sinai Hospital 
and at Bellevue Hospital the severe 
cases of hemorrhagic encephalitis oc- 
curred in patients who received a total 
of at least 0.9 gm. mapharsen, or 4.0 
gm. neoarsphenamine. This suggests but 
does not prove that the dosage is the 
chief factor involved. Combined with 
fever, a total dosage of 0.54 gm. to 0.6 
gm. mapharsen was given to 141 cases 
without causing any signs of hemor- 
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rhagic encephalitis. We are unable to 
determine at present whether the results 
of the combined therapy will be as 
satisfactory as those of the larger doses 
of mapharsen alone, but so far our ex- 
perience with combined treatment is 
encouraging. 

We have found that it requires, on an 
average, 4 to 6 months following treat- 
ment for the blood Wassermann test to 
become negative. In some instances it 
may require a year or more before com- 
plete serological reversal is achieved. 
In general the longer a patient has had 
syphilis, the longer it takes for the 
blood Wassermann test to become nega- 
tive, although there are exceptions to 
this rule. 

The incidence of positive spinal fluids 
in our patients, prior to treatment, is 
lower than that usually recorded. We 
found, however, that immediately fol- 
lowing treatment, 20 per cent of the 
previously negative spinal fluids showed 
some increase in cells or protein, and 
in some instances the Wassermann re- 
action became positive in the larger 
amounts of fluid. We believe that this 
can be explained by the actual presence 
within the central nervous system of a 
syphilitic inflammatory process which is 
temporarily activated by treatment. 
Complete healing occurs, because spinal 
fluids examined 6 to 12 months later 
were negative in every case. The possi- 
bility that the spinal fluid abnormali- 
ties, noted immediately after therapy, 
represent toxic reactions to arsenic 
must be considered in view of the 4 
unusual cases previously cited. In our 
opinion, however, these 4 belong to a 
separate group. 

Analysis of our results proves once 
more that there is no panacea for early 
syphilis. The intensive method of treat- 
ment may not be to blame for some of 
the cases we listed as “treatment fail- 
ures.” Before our results can be com- 
pared adequately with routine therapy 
more time must elapse and many fac- 
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tors must be considered, including the 
failure of patients to persist with 
routine treatment. It is also too soon 
for a scientific comparison between the 
therapeutic results of the intravenous 
drip method and the methods used by 
us. It seems, however, that the con- 
tinuous drip has no special therapeutic 
advantages over intensive treatment by 
multiple injections. Obviously, rapid 
methods of treatment are still in the 
experimental stage and much remains to 
be done before any of them can be 
accepted as reliable and safe, but our 
experience should encourage their fur- 
ther study. 
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A Study of Standard Methods for the 
Detection of Coliform Organisms 
in Raw and Treated Waters” 


EARLE K. BORMAN, ELIZABETH D. ROBINTON, ano 
C. A. STUART, Pu.D. 
Assistant Director, and Senior Microbiologist, Bureau of Laboratories, State 


Department of Health, Hartford, Conn.; and Biological Laboratories, 
Brown University, Providence, R. 1. 


f pes responsible for the safety of 
public water supplies are often 
puzzled by laboratory results seemingly 
in conflict with existing conditions and 
not explainable by any known lapse in 
a treatment schedule considered ade- 


quate upon the basis of past experience. 
The results obtained from samples of 
treated water taken at points through- 
out a distribution system are fre- 
quently at variance with observed field 
data and consequently difficult to in- 


terpret. This has been especially true 
of certain supplies in Connecticut 
where water entirely free from perma- 
nent sources of pollution is readily 
available to many communities. 

These considerations have led to the 
present study which is based upon re- 
sults of 52 consecutive weekly labora- 
tory studies of multiple samples of both 
untreated and treated waters from three 
Connecticut supplies selected to repre- 
sent (A) a supply from a small water- 
shed free from permanent habitations, 
limited in the storage capacity of its 
reservoir and treated by chlorination 
only, (B) a supply from a large water- 

*Read before the Laboratory Section of the 
American Public Health Association at the Sixty- 


ninth Annual Meeting in Detroit, Mich., October 
Il, 1940, 


shed relatively sparsely populated but 
free from permanent sources of pollu- 
tion, having a large storage capacity 
and treated by chlorination only, and 
(C) a supply derived from a very large 
watershed not thoroughly protectable 
although free from any serious perma- 
nent sources of pollution, with moderate 
storage but with adequate treatment 
including coagulation, sedimentation, 
filtration, chlorination, ammoniation, 
and treatment with activated carbon. 
These supplies will be referred to as 
A, B, and C respectively. Cross- 
connections are believed to have been 
eliminated as a factor which might 
affect our results since rigid inspection 
failed to disclose any hazards of this 
type. The more detailed engineering 
aspects of this study are presented 
elsewhere.” 


SAMPLING PROGRAM 

Sanitary engineers of the Connecti- 
cut State Department of Health col- 
lected samples one day each week for 
one year from each source of supply 
(“ untreated water”), from points im- 
mediately beyond the treatment plants 
(“ finished water”), and from repre- 
sentative points on the distribution 
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systems (“delivered water”). A total 
of 4 samples of untreated water was 
collected weekly from each supply, two 
in the morning on the sampling date 
and two in the afternoon. Samples of 
finished water from points near the 
chlorinators were collected with thio- 
sulfate; samples from other points in 
the distribution systems were collected 
with thiosulfate when significant 
residual chlorine was detected in the 
field by the orthotolidine test. Samples 
of delivered water were collected 
weekly from 9 sampling points on 
supply A; from 13 sampling points on 
supply B; from 9 sampling points on 
supply C. 

Sampling points on the distribution 
system were selected with regard to 
year-round availability, freedom from 
potential sources of sampling contamina- 
tion, and location on mains and laterals 
at varying distances from the dis- 
tribution sources. 


LABORATORY METHODS 

The tests for presence of coliform 
organisms were made in strict con- 
formity with Standard Methods? 
through the completed test. However, 
the completed test was made on every 
portion of water giving a positive pre- 
sumptive test and not only upon “ the 
lactose broth tubes which show gas 
from the smallest amount of water 
tested” as permitted by Standard 
Methods. 


The following inocula were used for 
samples of untreated water: Five 10 ml. 
portions; one each of 1.0, 0.1, 0.01 and 0.001 
ml. portions. The two smallest inocula were 
omitted for the samples of finished and de- 
livered waters. Liquid confirmatory media 
were not used. All strains from positive 
completed tests were plated on _ eosin- 
methylene-blue agar for purity, fished and 
subjected to biochemical tests as follows: 
Rapidity and degree of gas production from 
lactose broth at 37°C.; indol production; 
methyl red test; Voges-Proskauer test; utili- 
zation of citrate; fermentation of cellobiose. 
All strains not giving more than 10 per cent 
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gas in lactose broth after 48 hr. at 37°¢. 
were tested for lactose-splitting power at 
20°C. All strains not giving typical MR-yp 
reactions at 37°C. were replated for purity 
and retested by the above series of tests at 
both 20°C. and 37° C. 


QUALITY OF UNTREATED WATERS 

Coliform Densities—Only those ob- 
servations will be presented which are 
necessary for an understanding of the 
coliform flora of each supply and for 
interpretation of laboratory results. 
In general, the coliform densities of the 
three supplies when expressed as most 
probable numbers per 100 ml. showed 
what appeared to be a significant cor- 
relation with run-off due to rainfall 
although local conditions such as size 
of reservoir and size of watershed ap- 
peared to be controlling factors on the 
rapidity of response. No consistent 
correlation between temperature of the 
untreated waters and coliform densities 
was noted, however. 

The observed coliform density ex- 
pressed as the most probable number 
per 100 ml. for supply A was below 10 
during 50 per cent of the period covered 
with only 7 of 52 samplings showing 
more than 100 per 100 ml. The most 
probable number per 100 ml. rose above 
1,000 on only one occasion and never 
rose to 10,000. Rise and fall of coli- 
form densities were sudden and sharp 
when plotted on the basis of a sample 
each week. 

Supply B had a coliform density of 
less than 10 per 100 ml. approximately 
44 per cent of the times sampled and 
showed more than 100 per 100 ml. on 
only 7 of 52 samplings. The most 
probable number of coliforms exceeded 
1,000 per 100 ml. on three occasions, 
being above 10,000 on two of these 
days. 

The coliform density of supply C 
was over 100 per 100 ml. on 67 per 
cent of the ing dates, never 
descended to 10 per 100 ml., and was, 
in fact, over 1,000 per 100 ml. on 8 
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of the 52 sampling dates. The figures 
occasionally were considerably greater 
than 1,000 but never reached the 10,000 
level on any sampling date. 

From the foregoing observations it 
might be concluded that the raw water 
of supply B was approximately com- 
parable to that of supply A though of 
slightly poorer sanitary quality, while 
the untreated water of supply C was 
considerably inferior to both. This 
seems compatible with the known facts 
concerning the three watersheds. 

Coliform Types Found—Study of the 
coliform strains isolated confirmed the 
conclusions drawn from the coliform 
densities found. It must be borne in 
mind that selection of strains by 
Standard Methods tests is in the direc- 
tion of the genus Escherichia even 
though multiple types were frequently 
isolated from many tubes. Therefore, 
since no systematic effort was made to 
isolate all coliform strains present in a 
given inoculum, the results of studies 
of individual strains may be satisfac- 
tory as a yardstick of the relative pro- 
portions of Escherichiae in the raw 
waters, but the proportions of the other 
sections of the coliform group deter- 
mined in this manner are of no 
significance. In this work, the indol, 
methyl red, and Voges-Proskauer tests 
have been used as a basis for the classi- 
fication of types. Citrate utilization 
has not been given the weight accorded 
it by some authors because of the ob- 
servations by Griffin and Stuart * that 
indol production is the more stable 
property and therefore more suitable 
for taxonomic purposes. 


TABLE 1 
Coliform Densities in the Untreated Waters 
No. of Per cent of Per cent of 
Presumptive Positive Presumptive 
Tubes Completed Tubes Showing 
Supply I Tests Escherichia 
A 1,854 33.7 15.9 
B 1,854 37.7 25.6 
C 1,843 61.3 41.3 
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A summary of the results is given 
in Table 1. Supply A with a water- 
shed free from permanent habitations 
has the lowest average coliform density 
and a proportion of Escherichia signifi- 
cantly below that for the other supplies. 
Supply B with a watershed on which 
there are some permanent habitations 
does not have a significantly higher 
average coliform density than supply A 
but does show the effect of its greater 
population burden in the larger per- 
centage of presumptive tubes yielding 
Escherichia. Supply C shows a higher 
average coliform density and a cor- 
respondingly higher Escherichia density 
as the result of the practically unpro- 
tectable nature of the watershed. 


QUALITY OF THE FINISHED WATERS 

For the purpose of this paper it is 
preferable to separate the finished water 
(plant effluent) from delivered water 
(distribution system). The sampling 
point for finished water for supply A 
was located 185 ft. beyond the chlo- 
rinator on a 10 in. main at a point 
where samplings would be taken ap- 
proximately 5 min. after chlorination; 
for supply B, 300 ft. beyond the 
chlorinator on a 36 in. main, approxi- 
mately 2 min. after chlorination; for 
supply C, just beyond the clear well 
from which the water is pumped into 
the distribution system, approximately 
2 hr. after chlorination. 

Results of samplings from supply A 
indicated that coliforms were passing 
into the distribution system from time 
to time and were actually detected on 
12 of the 52 sampling dates. Field ob- 
servations (Scott?) indicated that a 
contributing factor was the apparent 
inability of the automatic device regu- 
lating chlorine dosage to provide ade- 
quate treatment at times of heavy flow. 
On one occasion (October 5) all 
samples of plant effluent showed coli- 
form organisms in 0.1 ml. as a result 
of breakdown of the chlorinator. 
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Although coliforms were _ isolated 
from one of ten 10 ml. portions of 
finished water from supply B only on 
two occasions (March 15 and April 20), 
it is known that one serious inadequacy 
of treatment occurred during the in- 
terval between samplings preceding 
August 23. On one occasion during 
this time plant records show that the 
unit chlorine dosage had to be in- 
creased more than 50 per cent within 
a very brief time during an extremely 
heavy rainfall. Since chlorine dosage 
was regulated according to manually 
operated chlorine residual determina- 
tions, it is highly probable that the 
speed of adjustment of chlorine dosage 
was not sufficiently fast on all occasions 
to offset a rapid increase in chlorine 
demand. 

Samples of the finished water of 
supply C yielded coliform organisms on 
fuur occasions. These results indicate 
that temporary inadequacies of treat- 
ment may occur even when water is as 
intensively treated as is this supply 
although the reasons are not clearly 
perceptible. 


* QUALITY OF DELIVERED WATERS 
The probability of prior contamina- 
tion of coliforms in water passing 
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through the treatment plant at occa- 
sional intervals during which treatment 
may have been inadequate must be 
borne in mind when evaluating results 
from samples taken at points in a dis- 
tribution system removed from the 
treatment plant. Samples of this na- 
ture have been termed “ delivered 
water” for the purposes of this paper. 
Our results have indicated to some ex- 
tent the fate of these coliforms under 
different conditions in the distribution 
systems following their introduction. 

In Figures 1, 2, and 3 the sampling 
points for delivered waters on supplies 
A, B, and C respectively are indicated 
by numbers. The distance of each 
point from the distribution source can 
be estimated from the scales given. 
Location of each point on mains or 
laterals of varying sizes is indicated. 
The sampling points for plant effluents 
already discussed are designated by the 
letter F. 

In general, the results of tests on 
the samples of delivered water were 
considerably poorer than those on com- 
parable samples of finished water taken 
the same day. A summary of the 
results of the three supplies is pre- 
sented in Chart I. The coliform 
densities are represented by the per- 


FIGURE I-— DISTRIBUTION SYSTEM, SUPPLY A. 
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FIGURE 2— DISTRIBUTION SYSTEM, SUPPLY B. 
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centage of the entire number of 10 ml. 
inocula which gave positive completed 
tests on each sampling date. This 
method of presentation permits a more 
concise type of graph than one based 
upon most probable numbers without 
changing the shape significantly. 


FIGURE 3— DISTRIBUTION SYSTEM, SUPPLY C. 
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It will be noted that the average 
coliform densities in the distribution 
systems of supplies A and B were sig- 
nificantly greater than that in supply 
C. Furthermore, coliforms were de- 
tected in delivered waters of supply C 
on 18 sampling dates; of supply B on 
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28 sampling dates; of supply A on 33 on supply A the results on August 29 
sampling dates prior to breakdown of and September 5 followed periods of 
the chlorinator. This is probably due greater than average rainfall during 
to the beneficial effect of filtration and which times temporary inadequacies of 
ammoniation on supply C. treatment could have occurred. In ad- 
Influence of Temporary Inadequacy dition, the poor results on the finished 
of Treatment—Two specific instances water samples of August 17 on supply 
of known inadequacy of treatment have C may have been the result of some 
been noted (breakdown of the chlo- temporary and undetected inadequacy 
rinator on supply A and rapidly in- of treatment leading to the coliform 
creasing chlorine demand on supply B). peak of August 31 in delivered water. 
The distribution systems concerned Influence of Water Temperature— 
continued to show coliform organisms The possibility of multiplication of 
for at least 3 weeks. These occurrences coliforms within the distribution sys- 
account for the October 5 peak on tems must not be overlooked. In fact, 
supply A and the August 23 peak on __ this possibility is suggested by the fact 
supply B. In both cases a progressive that the average coliform density of the 
diminution of coliform density was _ distribution system of each supply was 
found in weekly samples following the greater during the period of the year 
inadequacies of treatment, and the con- when temperatures in the system were 
tamination persisted longest in small above 50° F. as indicated in Chart I. 
diameter pipes farthest removed from As a matter of fact, coliforms were 
the distribution source. absent only on rare occasions during 
With these facts in mind and with this period in delivered waters of 
the knowledge that sampling of the plant supplies A and B. 
effluents was a discontinuous process, Our results indicate that coliforms 
it is hardly possible to dismiss the once introduced persist longest at points 
possibility of similar explanations for farthest removed from the distribution 
certain other peaks of coliform density source and in laterals or feeders of 
in the delivered waters. For instance, small diameter pipe. Sampling points 
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TABLE 2 


Frequency of Positive Tests at Sampling Points on Distribution Systems 


Supply A 


Supply B Supply C 
* 


Size of Pipe 
in Inches 


Percentage of 
Times Positive 
36 
36 
30 
18 
16 
14 
12 
12 

8 

8 
10 
16 
10 


in these locations were responsible for 
the majority of positive tests on samples 
of delivered waters from the three 
supplies. This is shown in Table 2 
which indicates the frequency with 
which each sampling point was found 
positive. By reference to Figures 1, 2, 
and 3, it will be noted that there is a 
tendency for coliforms to gather at 
points in the distribution system where 
there is a diminished volume of flow 
because of distance from the distribu- 
tion source, size of pipe, or a combina- 
tion of both. 

Our results do not prove or disprove 
the hypothesis that multiplication of 
these persisting coliforms may take 
place in foci where volume of flow is 
low and residual chlorine negligible 
when temperature and other conditions 
are favorable. The results, however, 
strongly suggest that growth may take 
place to a limited extent under favor- 
able conditions. In fact, there is pre- 
sumptive evidence that coliforms may 
have spread through parts of the dis- 
tribution systems from foci in small 
pipe remote from the distribution 
sources and then disappeared in reverse 
order simulating the rise and fall of a 
bacterial population. It should be 
emphasized that this is an impression 
derived from results of a weekly and 
therefore discontinuous sampling pro- 
gram, so that the data are insufficient 
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for the drawing of definite conclusions 
and there is certainly no evidence that 
this “pipe growth” goes on in pro- 
fusion under normal conditions. 

Types Found in the Distribution 
Systems—Coliform types representative 
of all three sections of the group were 
found in all three distribution systems. 
We are inclined to be cautious in the 
interpretation of these results which 
may be summarized as follows: 

1. Each distribution svstem pre- 
sented an individual picture. 

2. Supply A yielded a proportionately 
large number of intermediates; supply 
B, of Escherichia; supply C, of 
Aerobacter. 

3. The types isolated most con- 
sistently from each supply were citrate- 
positive and cellobiose-positive al- 
though others without these charac- 
teristics were isolated. The large pro- 
portion of Escherichia in supply B was 
principally due to a type with Imvic 
reactions +--+-—-+ producing acid but 
no gas in cellobiose (Type 15 of 
Stuart, Griffin and Baker‘), but 
the typically fecal Type 19 (Imvic 
+-+——) occurred half as frequently 
and both reached maximum concentra- 
tion in lines of small diameter at 
approximately the same time. 


OBSERVATIONS ON STANDARD METHODS 
During the course of the study care- 
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ful records were kept of colonial ap- 
pearance of colonies fished from 
E.M.B. and of gas formation in both 
presumptive and completed tests. These 
records are summarized and discussed 
below. 

Appearance of Eosin-Methylene-Blue 
Colonies—“ Standard Methods” con- 
tains references to “ typical colonies ” 
but does not define them. It is, how- 
ever, generally accepted that the typical 
coliform colony on E.M.B. agar pre- 
sents a metallic luster or sheen. It 
is further recognized that many coli- 
form cultures yield colonies with black 
centers but without the sheen and that 
others present an evenly colored sur- 
face, frequently pink but sometimes 
white or even brownish red. 

The color and other characteristics 
of any given colony may be influenced 
‘ by the presence of other organisms, the 
number of colonies in a given area, the 
length and temperature of incubation, 
or the characteristics of the differential 
medium. The observations on colonial 
appearance made here describe the ap- 
pearance of the colonies as noted on 
E.M.B. plates streaked routinely from 
presumptive tubes in strict conformity 
with all directions given in Standard 
Methods and so are probably not com- 
parable to pure culture streakings. 

During the course of the study the 
colonial appearance of each of 3,245 
coliform strains isolated was recorded 
as (1) Sheen, (2) Centers, (3) Red, 
(4) Pink, or (5) White. No attempt 
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was made to record other characteristics 
such as size and consistency. These 
strains were subsequently typed with 
the results shown in Table 3. 

An analysis of the figures given shows 
that 81.8 per cent of all coliforms iso- 
lated showed definite signs of lactose 
fermentation on E.M.B. agar as evi- 
denced by production either of a metal- 
lic sheen or of a black center, but that 
only 55.4 per cent could be classified as 
producing colonies with a typical sheen. 
On the basis of groups, 92.2 per cent 
of the Escherichia strains showed evi- 
dence of lactose fermentation but only 
76.3 per cent developed a sheen. Among 
the intermediates, 77.9 per cent showed 
signs of lactose fermentation and 38.6 
per cent produced a sheen. In the 
Aerobacter group 69.8 per cent showed 
sheen or black centers but only 35.3 
per cent showed the typical sheen. 

During the course of the study only 
one sheen colony out of 1,798 failed 
to yield a positive completed test. The 
necessity for completed tests on sheen 
colonies seems negligible if this per- 
centage (0.05 per cent) is a true index 
in all localities. 

Weak or Delayed Lactose Fermenta- 
tion—“ Standard Methods” contains 
the following statements on page 211 
with regard to the presumptive test: 


“Formation within 24 hours of gas in the 
inverted vial in the fermentation tube consti- 
tutes a positive presumptive test. 

“Tf no gas or only a small bubble of gas is 
formed in 24 hours, the incubation shall be 
continued to 48 hours.” 


TABLE 3 


Classification of Coliform Colonies on Eosin-Methylene-Blue 


No. of Colonies by Kinds 
» 


Type of Coliform Sheen Centers 
Escherichia 1,163 242 
Intermediate 201 205 
Aerobacter 414 404 
Irregular (MR+; VP+) 19 4 
Total, all coliforms 1,797 855 


Total 

Pink Red White All Colonies 
65 48 6 1,524 
lll 2 2 521 
343 5 6 1,172 
5 0 0 28 
524 55 14 3,245 
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COLIFORM ORGANISMS IN WATER 


Records kept of isolations in this study 


from tubes showing beginning gas 
production (less than 10 per cent) in 
24 hours show that 151 strains including 
37 in the Escherichia group would have 
been missed entirely if fishing had been 
delaved an additional 24 hours. For 
that reason it is suggested that the 
above directions be modified by insert- 
ing the words “‘ in any amount ”’ follow- 
ing the word “ gas ” in the first sentence 
and by amplifying the second statement 
if it is thought necessary to continue 
the incubation even though tubes show- 
ing bubbles of gas in 24 hours shall 
have been fished. 

Careful records were also kept of iso- 
lations from presumptive tubes showing 
some gas but less than 10 per cent in 
48 hours. A total of 273 strains in- 
cluding 56 in the Escherichia group 
were isolated from such tubes. When 
all these strains were isolated in pure 
culture, only 7 required more than 24 
hours’ incubation to produce gas in the 
completed test procedure. This sug- 
vests that slow lactose fermentation in 
the presumptive tests may have been 
due in most cases either to the inhibi- 
tory effect of other organisms or to the 
scarcity of coliforms in the original 
inoculum, The latter possibility would 
present conditions analogous to single- 
cell cultures which often go through a 
prolonged lag period before vigorous 
growth occurs. It does not seem 
probable that the slow or weak lactose 
fermentation in presumptive tests could 
be due to degradation of lactose- 
splitting power as the result of treat- 
ment and other unfavorable features of 
the environment, since the authors have 
never observed such rapid rejuvenation 
of cultures actually known to be 
degraded. 

True “aberrant coliforms” in the 
sense of Stuart, Mickle, and Borman °® 
were only infrequently- responsible for 
weak fermentation of lactose in pre- 
sumptive tests in this study. These 
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forms were seldom isolated probably 
because Standard Methods tends to 
enrich the more normal fermenters 
present in a water supply. 

Permissive Use of Only Smallest Gas 
Producing Inoculum for Completed 
Test—“ Standard Methods” permits 
in many cases an entirely false inter- 
pretation of results by allowing the 
examiner to confirm and complete only 
those lactose broth tubes producing gas 
from the smallest inoculum used. 
Positive presumptive tests were found 
in tubes inoculated from less than 10 
ml. of 81 samples of treated water dur- 
ing this study. In only 21 of these 
cases (25.9 per cent) would a true 
picture of coliform density have been 
given by arbitrarily calling the larger 
inocula showing gas positive without 
actually completing the test. 

In 8 instances when a positive com- 
pleted test was actually obtained on 
the smallest gas producing inoculum, a 
portion or all of the larger inocula 
failed to give like results even though 
streaked at the first sign of gas pro- 
duction. Three of these samples 
showed gas production in all five 10 ml. 
portions but failed to give positive com- 
pleted tests from 1, 2, and 3 of the 
latter tubes respectively. One such 
sample with 4 positive presumptive 
10 ml. portions failed to yield a posi- 
tive completed test from any of the 
larger inocula while another failed to 
do so from one of the 4 tubes. Three 
other samples with positive presumptive 
tests from 1, 2, and 3 10 ml. portions 
respectively failed to yield positive 
completed tests from one tube, the only 
one in one instance. 

In 21 instances when the smallest 
inoculum gave a negative completed 
test all the larger inocula were also 
negative although some (15 samples) or 
all (6 samples) had given positive pre- 
sumptive tests. In 31 other cases a 
portion of the positive presumptive 
tubes inoculated with the larger quan- 
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tities failed to give positive completed 
tests. 

A further analysis of the results on 
34 of the samples referred to above 
shows that the most probable numbers 
of coliforms per 100 ml. would have 
been found to be somewhere between 5 
and 240 by exercising the permission 
given in Standard Methods regarding 
tubes to be confirmed and completed 
while the actual range for these samples 
was found to be from 0 to 2.2 per 100 
ml. when each and every tube was sub- 
jected to the completed test. Other 
discrepancies of a less _ significant 
nature would have occurred in the re- 
sults on the remaining 26 samples. 


SUMMARY AND CONCLUSIONS 

Samples of untreated water, of plant 
effluents, and of waters from selected 
points in the distribution systems were 
collected once a week for a full year 
from three water supplies. Examina- 
tion of these supplies by strict ad- 
herence to Standard Methods and 
analysis of the results in the light of 
observed field conditions have led to 
the following conclusions: 


1. Detailed studies of coliform types iso- 
lated from the untreated surface waters de- 
rived from watersheds relatively unpolluted 
but graded in sanitary quality failed to yield 
significantly greater information than did 
determinations of total coliform densities by 
strict adherence to Standard Methods through 
the “completed test.” Standard Methods 
“completed” tests give an adequate knowl- 
edge of the condition of an untreated surface 
water at the time of sampling and are a 
sensitive index of the effect of run-off due to 
rainfall. 

2. Coliforms detected in “delivered” 
waters (from distribution systems free from 
cross-connections) frequently if not always 
reflect inadequacies of treatment which may 
have occurred at least as long as 3 weeks be- 
fore the sampling date. This suggests that 
examination of samples from a distribution 
system may produce more useful results than 
inspection of plant records or examination of 
samples of plant effluent when water supplies 
are suspected of having caused gastrointestinal 
disturbances. Coliforms detected in finished 
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waters (plant effluents) reflect inadequac, oj 
treatment only at the time the particular 
body of water sampled passed through the 
plant. 

3. The presence of coliforms regardles: oj 
origin in a distribution system is, therefore, q 
matter of concern directly proportional to the 


pollutional load of the untreated suriace 
supply. 
4. A major cause of temporary inadequacy 


of treatment appears to be the failure oj 
periodic manual tests for residual chlorine to 
detect or to predict sharply rising chlorine 
demands quickly enough to assure adequate 
dosage at all times, particularly during heavy, 
rains and especially on unfiltered supplies 
Treatment such as filtration and ammoniation 
prior to chlorination minimizes this potential 
danger. 

5. No evidence has been found in these 
studies of coliform types more resistant to 
chlorination than others but no more in- 
tensive search has been made than that 
afforded by Standard Methods tests. The 
coliforms persisting in a distribution system 
are not necessarily degraded or “ stunned ” 
forms since many of these may have been 
introduced during periods when chlorine 
dosage was actually inadequate. 

6. There is presumptive evidence but no 
proof that coliforms introduced into a 
system may multiply, probably to only a 
limited extent, under warm weather conditions 
in small diameter pipe at points where 
volume of flow is low and residual chlorine 
negligible. These foci are usually remote 
from the distribution source. Definite field 
evidence of the introduction of these forms 
into the system may not be found in plant 
records or in results of discontinuous samplings 
of plant effluents. 

7. The definition of the coliform group as 
contained in Standard Methods is not too 
comprehensive for practical use in determining 
the sanitary quality of treated waters de- 
rived from surface supplies. Deviation from 
Standard Methods by overlooking atypical 
colonies and ignoring early or weak gas pro- 
duction in presumptive tests would result in 
failure to include a significant number of 
coliforms which show no evidence in pure 
culture of being degraded in lactose-splitting 
power and are frequently types of feca! origin. 

8. The necessity for “completed” tests on 
colonies showing a typical sheen or metallic 
luster on eosin-methylene-blue seems negligible 
since failure to confirm was noted with only 
0.05 per cent of such colonies. Gram stain- 
ing, if required in these cases, could be per- 
formed on mounts made directly from 
the colonies. 
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) The practice permitted in Standard 
Methods of subjecting to the completed test 
only the smallest portion giving a positive 
ptive test frequently leads to a false 
impression of the sanitary quality of a 
treated water. All tubes showing gas should 
always be confirmed and completed. 

10. The adoption of standards for judging 
the safety of a supply over a period of time 
shoulki be preceded by careful consideration 
sampling points and of spacing of samples. 
Distinction should be made _ between 

finished ” water (plant effluent) as a means 
of judging the adequacy of treatment at the 
time of sampling and “ delivered ” water from 
selected points in the distribution system as 
a means of detecting past inadequacies of 
treatment. An arbitrary standard such as the 
“United States Treasury Department Stand- 
ard” applied indiscriminately to all samples 
regardless of source and intervals between 
samplings, may give an entirely false picture 
of plant operation over a given period. 
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TE study of the fate of persons who 
have received treatment for pul- 
monary tuberculosis in sanatoria is of 
considerable importance to the clinician 
and also to the epidemiologist. Definite 
knowledge of what happens following 
discharge from a sanatorium is neces- 
sary not only to evaluate the results of 
sanatorium treatment and to advance a 
prognosis, but such knowledge can also 
be of value as an index in comparing 
the characteristics of the disease in 
different areas. 

Attempts to obtain exact knowledge 
of events subsequent to discharge by 
relying upon the patient’s codperation 
either in reporting at specified intervals 
or in replying to questionnaires, are 
prone to yield results which contain bias 
because of the inability of fatal cases 
to report and a tendency for those who 
have improved to codperate more 
readily. Only by a systematic follow-up 
through personal canvas can the per- 
centage lost from observation be lowered 
and bias reduced to a minimum. 


*Read before the Epidemiology Section of the 
American Public Health Association at the Sixty- 
ninth Annual Meeting in Detroit, Mich., October 9, 
1940. 


In Maryland a systematic follow-up 
of sanatorium discharges has been con- 
ducted on a state-wide basis since Janu- 
ary 1, 1935. This has been possible 
through the codperative efforts of the 
Tuberculosis Sanatoria, the Maryland 
State Department of Health, the Balti- 
more City Health Department, and all 
of the local city and county health units 
throughout the state. Every year a 
visit is made by some member of the 
local health department (usually the 
nurse) to each person living within the 
area who has been discharged from any 
sanatorium in Maryland since January 
1, 1934. These visits are so scheduled 
that they are made each year in the 
same month as that in which the dis- 
charge occurred, and are for the pur- 
pose of recording the history of the 
year elapsing since the last record. The 
information recorded at the time of the 
visit is quite simple and is not difficult 
to obtain—the date, place, and cause of 
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all deaths; the residence of the living, 
at home, again in sanatorium, or out 
of the state; the patient’s capacity to 
work, and the amount of time, if any, 
confined to bed or in the sanatorium. 
The data thus collected by the local 
health departments are forwarded for 
assembly to the State Department of 
Health, except in Baltimore City where 
they are assembled in the City Health 
Department. The analysis of the 
records to date has been undertaken by 
the Department of Epidemiology of the 
School of Hygiene and Public Health, 
Johns Hopkins University. This is the 
first report to be made of this investiga- 
tion, and since the study is still in 
progress, it is essentially of a pre- 
liminary nature. 

The data available for analysis at 
present are on all persons discharged 
from the various sanatoria throughout 
the state between January 1, 1934, and 
December 31, 1938—a period of 5 
years. The records include the in- 


formation obtained by all visits up to 


the close of 1939. The maximum 
period of observation is 5 years from 
the time of discharge, and the minimum 
period may be only a few days, as in 
the case of those who die or emigrate 
from the state soon after discharge. 
The state-wide nature of this investi- 
gation has the advantage that the mor- 
tality among these discharges can be 
readily compared with the mortality 
among the general population of the 
state. On the other hand, it has the 
disadvantage of being unable to follow 
patients after emigration from the 
state, and this has resulted in a loss 
from observation of a considerable num- 
ber of persons. 

Throughout the analysis, time has 
been counted in years from the initial 
discharge during the study period and 
not in calendar years. The status of 
the individuals at annual intervals, 
dating from the time of discharge, has 
been determined and will be shown 
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graphically for the various racial and 
clinical groups. The results are ex- 
pressed as the number of individuals out 
of 1,000 discharges who are dead or 
living 1, 2, 3, 4, and 5 years from the 
time of discharge. The living are 
further subdivided into whether they 
are living at home, are again in the 
sanatorium, or have been lost from 
observation either by emigration from 
the state or in some other way. As the 
majority of the persons in the study 
were observed for less than the full 5 
years, two assumptions were necessary 
to express the findings in these terms. 
The first is that persons observed in 
any one year (i.e., dating from dis- 
charge, are, with respect to that year, 
an unselected sample of the whole. The 
second assumption is that persons leav- 
ing observation because of emigration 
or loss in some other way are unselected 
with respect to subsequent mortality. 
Inasmuch as the analysis is made by 
race, age, and stage of the disease, it is 
felt that these assumptions are not un- 
reasonable. The biometrics of the study 
are rather complex and will be dis- 
cussed in a later paper. They are 
based upon the use of the modified life- 
table method of analysis as developed 
by the late Dr. Frost and his collabo- 
rators. A discussion of the methodology 
involved must form the basis of a sepa- 
rate article. 

The present analysis is confined to 
a consideration of the fate of persons 
discharged one or more times from the 
Tuberculosis Sanatoria of Maryland 
during the years 1934-1938. It is 
concerned with the experience of those 
who were treated in the sanatoria for 
pulmonary tuberculosis of the adult or 
reinfection type and is limited to 
adolescents and adults. No minimal 
cases under 15 years of age were in- 
cluded because of the possibility of con- 
fusion with the childhood type of pul- 
monary infiltration. The composition 
of the study group by age, color, and 
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TABLE 1. 


Distribution by Race, Age at Discharge, and Clinical Classification of 4,149 Individual 
Pulmonary Tuberculosis of the Adult Type Discharged from the Tuberculosis 
Sanatoria of Maryland, 1934-1938 


Age at Discharge 


Clinical Classification 


White 
Far advanced 73 
Moderately advanced 129 
Minimal 154 


Total 


Colored 
Far advanced 
Moderately advanced 
Minimal 


Total 


classification according to the extent of 
the lesion at the time of admission to 
the sanatorium, is shown in Table 1. 
The clinical classification used is that 
of the National Tuberculosis Associa- 
tion. 

The fate of the patients discharged 
from the sanatoria has been studied 


Under 20 20-44 45+ Unknown 


782 332 10 
1,085 363 10 
457 104 8 


according to classification on admission 
to the sanatorium, and their subsequent 
history is shown graphically in Figure I, 
which indicates the fate of 1,000 white 
discharges of each clinical class over a 
period of 5 years following discharge. 
In this graph the height of the vertical 
lines, spaced at yearly intervals, repre- 
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‘s 1,000 discharges. The shaded 

tion of each line represents the num- 

of persons dead from all causes at 
the end of each given year and should 
not be interpreted as_ tuberculosis 
deaths alone. The number thus repre- 
sented is cumulative and includes all 
deaths whether under observation or 
occurring subsequent to their loss from 
observation from emigration or from 
some other cause. The unshaded por- 
tion of each line represents the living 
at the end of the indicated year, and 
this decreases as the number of deaths 
increese. This portion of the line has 
been subdivided according to the resi- 
dence of the living at the time indi- 
cated—at home, in the sanatorium, or 
out of the state. The number falling 
into each status is thus represented by 
the length of the line between the 
horizontal sectors. This figure demon- 
strates Clearly the relationship which 
the extent of the lesion has to the sub- 
sequent prognosis. The mortality was 
by far the greatest among those with 
far advanced lesions. A year following 
discharge 289 out of 1,000, or 29 per 
cent, of these white patients were dead, 
and with the passage of time the num- 
ber of deaths increased to 622, or 62 
per cent, at the end of 5 years. Con- 
trasted with this, of every 1,000 
minimal white cases discharged 15, or 
1.5 per cent, died within 1 year, and 58, 
or approximately 6 per cent, died 
within 5 years. The mortality of those 
with moderately advanced lesions was 
such that 67, or 7 per cent, died within 
a year, and 251, or 25 per cent, within 
5 years from discharge. The number 
of deaths in this group of discharges is 
somewhat less than found by Hartley, 
Wingfield, and Thompson ' among the 
discharges of Brompton Hospital, Eng- 
land, for the years 1905-1914. Using 
their basic data, Hilleboe ? in his com- 
parative study of mortality from dif- 
ferent sanatoria calculated the per- 
centage dead at the end of successive 


years from discharge. His results are 
given for each sex but can be readily 
calculated for both sexes combined. 
The percentages dead at the end of 5 
years in the Brompton study were: far 
advanced 79, moderately advanced 40, 
minimal 10. It should be noted, how- 
ever, that many of the discharges in the 
Brompton study were observed during 
the war years and the influenza epidemic 
of 1918. 

In considering the prognosis it 
should also be noted that the propor- 
tion of discharges readmitted to and 
again resident in the sanatorium at the 
end of each year was greater among 
those with the more advanced lesions. 

It would appear at first glance that 
fewer persons emigrated or were other- 
wise lost from observation among those 
with the more advanced lesions. In 
interpreting this section of the graphs 
marked “ Out of State” it is necessary 
to keep in mind that it represents the 
proportion of the original 1,000 dis- 
charges which have emigrated and are 
assumed to be still living. The group 
is made up at any one time of those 
who have emigrated minus the deaths 
which would be expected to occur 
among them at the rates prevailing 
among those under observation. The 
force of mortality affects its size in two 
ways—where the mortality is high the 
number of potential additions is de- 
creased because fewer survive to emi- 
grate. In addition, with a higher mor- 
tality, a greater proportion die after 
emigration. A calculation based on 
the proportion of living who are lost 
from observation shows no difference 
between the numbers in the various 
clinical classes. This would indicate 
that the amount of emigration was not 
different between the advanced cases 
and the minimals. 

The course of events among the 
colored discharges is portrayed in 
Figure II. The picture is in general 
similar to that shown for the white 
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discharges, but the mortality from all 
causes is greater among the colored 
than among the corresponding white 
cases. Out of 1,000 colored discharges 
classed as far advanced there were 360, 
or 36 per cent, dead l-year, and 779, 
or 78 per cent, dead 5 years after dis- 
charge. The moderately advanced had 
85 deaths, or 8.5 per cent, within 1 
year cumulating to 399, or 40 per cent, 
dead within 5 years, while out of 1,000 
minimal discharges 30, or 3 per cent, 
died in the first year, and 188, or 19 
per cent, died within 5 years of 
discharge. 

These comparisons show graphically 
the relative risk of death among the 
discharges according to the severity of 
the lesion but they fail to compare the 
risk of death among these persons with 
that prevailing in the general popula- 
tion. In order to make this comparison 
it is necessary to calculate the deaths 
which would be expected to occur in a 
group of 1,000 individuals of the same 


race and age composition at the mor- 
tality rates from all causes prevalent in 
the general population of Maryland. 
This has been done using the Maryland 
age-specific mortality rates for 1937 to 
calculate the expected deaths, and a 
summarized comparison of the observed 
and expected deaths within 5 years of 
discharge is shown in Table 2. The 
observed deaths as compared with the 
expected are expressed as a ratio, and 
give an indication of how much greater 
is the risk of death among these per- 
sons than among the general population. 
It will be noted that among the white 
the ratio of observed to expected deaths 
is 13—1 for the far advanced, 7-1 for 
the moderately advanced, and 1.8-! 
for the minimal. These ratios compare 
with those reported by Hilleboe * from 
Minnesota of 8.7 times the expected for 
the far advanced, 4.6 times for the 
moderately advanced, and 1.8 times 
among the minimal cases. It should be 
noted, however, that Hilleboe did not 
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MARYLAND TUBERCULOSIS SANATORIA 


TABLE 2 


Comparison of the Mortality Occurring Over a 5 Year Period Among Patients Discharged 
from the Tuberculosis Sanatoria in Maryland and that Prevailing in the General 
Population of the State, by Race and Clinical Stage of Disease 


White 


No. of Deaths in 1,000 
Discharges in 5 Years 


Clinical Classification 


Far advanced 622 7 
Moderately advanced 251 38 
Minimal 58 33 


Observed Expected * 


Colored 
No. of Deaths in 1,000 
Discharges in 5 Years 
Ratio Observed Expected * Ratio 
13-1 779 61 13-1 
7-1 399 60 7-1 
1.8-1 188 52 3.6-1 


* Expected deaths calculated from 4937 mortality rates for Maryland and are age adjusted 


include any patients who were subse- 
quently readmitted to sanatoria, and 
also excluded those discharges with less 
than 9 months residence in the 
sanatorium, 

Two features of this table are worthy 
of passing reference. The smaller 
number of expected deaths estimated 
for the minimal cases is due to the fact 
that they are on the whole younger 
and hence have a more favorable age 
distribution. The fact that the ratios 
among the far advanced and moder- 
ately advanced is the same for the white 
and colored is also of some interest. 
This is in all probability fortuitous and 
does mot mean that tuberculosis affects 
both races equally. The fact that there 
is in each clinical class a higher mor- 
tality among the colored would clearly 
indicate that the colored race is 
affected to a greater extent than the 
white by this disease. 

Thus far the analysis has dealt with 
broad classifications based upon the 
findings of the examination made in the 
sanatorium at the time of admission, 
and no consideration has been given to 
the condition of the patients at the 
time of discharge. A further analysis 
has, therefore, been made of the course 
of events in white persons following 
discharge in which the extent of the 
lesion is qualified by a statement as to 
whether or not the patient improved 


under sanatorium care. Such a classi- 
fication places together in one group 
all those whose condition at the time 
of discharge was arrested, quiescent, or 
improved. It is recognized that the 
prognosis is different in the case of a 
person whose lesion has been arrested 
and one who has improved but where 
the tuberculous process may still be 
active. Unfortunately the number of 
discharges in each group did not war- 
rant separate tabulations, and the com- 
parison is, therefore, much less defini- 
tive, being simply between those white 
persons who did not benefit from sana- 
torium care and those who showed vary- 
ing degrees of improvement. This 
comparison is shown in Figure III, 
where it will be noted that the number of 
deaths which occurred over a period of 
5 years among the unimproved is twice 
that which occurred among the im- 
proved. Among the far advanced 82 
per cent of the unimproved were dead 
at the end of 4 years as compared with 
42 per cent at the end of 5 years 
among the improved. The improved 
cases among the moderately advanced 
showed 20 per cent dead at the end of 
5 years compared with 53 per cent 
among the unimproved, while 10 per 
cent of the minimal unimproved were 
dead as compared with 5 per cent of 
the improved. 

The number of deaths occurring over 
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TABLE 3 


Comparison of the Mortality Occurring Over a 5 Year Period Among White Patients 
Discharged from the Tuberculosis Sanatoria of Maryland and That Prevailing in 


the White Population of the State, 


by Clinical Class and Condition 


at the Time of Discharge 


Condition at the 
Time of Discharge 


Unimproved 


Improved | 


Clinical Classification 
Far advanced 
Arrested, 
Quiescent 
Improved 
Unimproved 
Arrested 
Quiescent 
Improved 
Unimproved 
Arrested 
Quiescent 


Moderately advanced 


Minimal 


No. of Deaths in 1,000 


Discharges in 5 Years 


~ 


Observed Expected * Ratio 
818 40 20-1 
423 45 9-1 
534 41 13-1 
198 37 5.4-1 
106 30 3.5-1 

50 33 1.5-1 


* Expected deaths calculated from 1937 mortality rates for white population of Maryland and are 


age adjusted 
+ For 4 years only 


the 5 year period (shown graphically in 
Figure III) has been compared with the 
number which would be expected in 
each group at the age-specific mor- 
tality rates from all causes in Mary- 
land, and this comparison is sum- 
marized in Table 3. This table shows 
the ratio of risk among the discharges 
to that in the general population. The 
ratio of observed to expected deaths is 
greatest among the far advanced un- 
improved where over a period of 4 years 
itis 20 to 1. The moderately advanced 
unimproved have a ratio of 13-1 and 
this is higher than the 9.1 of the far 
advanced improved. Similarly the 
ratio of 3.5-1 among the minimal un- 
improved approaches the 5.4—1 of the 
moderately advanced improved. In the 
minimal improved group the mor- 
tality was one and one-half times that 
of the general population. The in- 
ference to be drawn from this table is 
that the prognosis can be improved by 
maintaining tuberculous patients in a 
sanatorium until they show some degree 
ol improvement. 


The course of events among those 
who left the sanatorium with the per- 
mission of the hospital staff is con- 
trasted with that of those who left 
against advice in Figure IV. The find- 
ings in this instance are almost identical 
with those shown in Figure III, and 
would seem to indicate that the clinical 
condition of the patient was, in most 
instances, the factor which determined 
whether the authorities granted or 
withheld permission for discharge. 


DIGEST 

Since 1935 all discharges from the 
Tuberculosis Sanatoria have been fol- 
lowed up on a state-wide basis by 
means of an annual visit by the per- 
sonnel of the local health departments. 
This is a preliminary report of the 
analysis of the data collected to date 
and is mainly concerned with the mor- 
tality after discharge among those who 
had been treated for adult type pul- 
monary tuberculosis. The percentage 
of these persons who died within 5 
years of discharge was determined ac- 
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cording to their clinical classification, 
and these percentages were compared 
with the proportion who would have 
died had they been subject to the race 
and age-specific rates of the general 
population. The mortality expressed 
as a ratio to that prevailing in the 
population of Maryland (taken as 1) 
was: 
Clinical 
Classification White Colored 


Far advanced 13 13 
Moderately advanced 7 7 
Minimal 1.8 3.6 


The mortality among the discharges 
who had improved under sanatorium 
care was only half that experienced 
by those who were discharged as 
unimproved. 
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Relationship of Public 
Health Activities to the Real Need’ 
W. D. BURKHALTER, M.D., M.P.H. 


Associate in County Organization, Alabama Department of Public Health, 
Montgomery, Ala. 


T= health program should 
meet today’s health needs. 

Since the purpose of health service is 
to prevent deaths and illnesses and to 
prolong lives, primary effort should be 
directed against those preventable dis- 
eases or conditions that are most im- 
portant from the standpoint of mor- 
bidity and mortality. 

Smallpox has caused no deaths in 
Alabama since 1932, and apparently, 
therefore, is no longer an immediate 
public health problem. It might even 
be relegated to the state’s list of rare 
diseases. 

Likewise, great effort need not be 
concentrated on typhoid fever which 
once caused an enormous loss of life 
annually. Compared with important 
health problems, the disease now as- 
sumes a very minor réle; and it ap- 
pears that most county health depart- 
ments may cease to spend the major 
part of the time during the summer 
months holding county-wide typhoid 
immunization clinics. Only enough 
time should be allotted to typhoid con- 
trol to maintain the present gain. 

Since the diphtheria death rate did 
not exceed 3.5 per 100,000 population 
in Alabama in 1938 (one-tenth of that 
of London), there may be cause to be- 


* Read before the Southern Branch American Pub- 
lic Health Association at the Ninth Annual Meeting 
in Louisville, Ky., November 13, 1940. 


lieve that it, too, is a vanishing disease. 
As a matter of fact, twice as many 
people died with rabbit fever in Balti- 
more during 1939 as succumbed to 
diphtheria. 

Every health officer should first study 
the vital statistics of his city, county, 
or state, and having determined the 
facts should set up his program. Re- 
sults should be compared with costs, 
and sound planning results in good 
returns on the investment. Some pro- 
grams may not be profitable because of 
the relative insignificance of the 
problem and, therefore, a_ relatively 
small return on the expenditures. Other 
conditions may cause an_ infinitely 
greater life loss and yet adequate con- 
trol measures have never been formu- 
lated. The health officer must, there- 
fore, after studying all problems, de- 
cide on the relative emphasis to be 
placed upon the control of each one. 

In 1913, in his address to the Massa- 
chusetts Association of Boards of 
Health, Dr. Charles Value Chapin 
asked, “‘ How shall we spend the health 
appropriation? ” and added, “All hu- 
man endeavor is hampered by tradi- 
tion. Much of the work of health 
officers is done because it has been done 
before. Its (the health department’s) 
powers and duties are given to it hap- 
hazard, sometimes from terror of an 
epidemic . . . sometimes because of a 
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councilman through exuberant en- 
thusiasm or for personal reasons pushes 
a pet project. ... The merchant or 
manufacturer, if he hopes to succeed 
against competitors, must by good ac- 
counting learn which goods yield the 
highest profit. So the health officer 
. . . must learn which line of work 
yields the most for the sum expended.” 
All of us today should still ask our- 
selves, ‘‘ How shall. we spend the health 
appropriation? ” 

Persons, other than statisticians, may 
be bewildered by the complexity of 
data presented in an annual report of 
many state health departments, espe- 
cially by the difference in the manner 
of expressing mortality rates due to 
various causes. For example, the still- 
birth rate is expressed per 1,000 total 
births; the infant death rate per 1,000 
live births; the total death rate is ex- 
pressed per 1,000 population; and 
deaths from specific causes per 100,000 
population. These intricate data with 
which the health worker must deal may 
be one reason why morbidity and mor- 
tality statistics are not used more 
extensively. 
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A simple method of showing the re- 
lationship of public health activities to 
the real problem is needed and this js 
possible by means of an order of rank 
scale. Studies have already been made 
on this subject.? It is merely a prin- 
ciple of rank and may often be more 
significant and more readily understood 
than the actual rate itself. For ex- 
ample, recently we did not succeed in 
getting increased financial assistance in 
one county for environmental sanita- 
tion by advising the board of revenue 
that the hookworm rate was 58.7 per 
cent in school children but got im- 
mediate response when it was pointed 
out that their hookworm problem was 
the second highest in the state. 

By this scale it is possible to express 
the public health needs, i.e., case and 
death rates from specific diseases and 
the activities for meeting these needs 
in their order of rank. 

The data are tabulated or arranged in 
order from high to low, see Table |. 
The highest value for a given index 
occupies first place, and decreasing 
values occupy lower places. In this 
series of comparisons of indices in 18 
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Per 100,000 Pop. 


= Maternal Com- 


MOUN DONS bination Deaths 


Maternal 
Clinic and 
Home Visits 
1939 


Maternal 
Visit 
Rate per 
100 Pop. 


KOK COON KOR We 
wn 


ii ¥ 
tk 
4 
ay 
| 
\ 
by 
ff 
hy Maternal 
Visits 
eS Order of per Order of 
bs i County Rank Nurse Rank 
Greene 245 245 10 
tin Sumter 1,960 1 980 
Bo Dallas 1,013 6 338 6 
Hale 587 3 3 
Perry 466 466 5 
Autauga 752 2 752 2 
ae Coosa 194 9 194 13 
ah Marengo 154 17 154 15/16 
ang Bibb 246 12 246 9 
abe Pickens 566 4 283 i 
Tee Elmore 199 15 100 18 
ay Shelby 134 16 134 17 
re Choctaw 198 13 279 10 279 ‘8 
= Walker 1 196 14 154 18 154 15/16 
: : Chilton 195 15 $12 5 $12 4 
= Lamar 167 16 333 7 166 14 
i; | Fayette 156 17 230 13 230 12 
Tuscaloosa 125 18 485 14 242 11 
: 
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counties in the West Alabama District 
the lowest value occupies 18th place. 
The indices for both the needs for serv- 
ices and the activities are arranged in 
the same order. A county in first place 
in need should also be in first place in 
performance. 

Median values are readily obtained, 
and if a specific need is above the 
median the health services or activities 
should also exceed the median. These 
median values of activities might be 
considered as standards, which have the 
advantage of not being set arbitrarily. 
They are records of past performance 
and will be changed as the performance 
changes. 

Such tables as the two shown here 
should be of value at the state level in 
directing the activities of the various 
specialists to those counties in which 
their services are most urgently needed. 
It is believed that more lives could be 
saved if this policy were carried out. 
For example, it seems that the associate 
in charge of maternal hygiene should 
spend more effort to promote maternal 
clinics in Sumter County (2nd place in 
need) than in Fayette County (17th 
place in need) (Table 1), and this is 
being done. 


We should like to call attention to 
what would happen if we consider the 
rate from a maternal combination of 
causes of death, i.e., stillbirths, neo- 
natal deaths, and maternal deaths. We 
use this experimental expression to show 
the number of deaths in this group in 
terms of unit of population. This 
affords a rough picture of the impor- 
tance of the life loss from the maternal 
combination, compared to that of some 
specific cause, ¢.g., smallpox, typhoid, 
diphtheria, or tuberculosis. The 
median death rate from maternal com- 
bination is 210 per 100,000 population 
compared to zero for smallpox; 2.3 for 
typhoid; 2.4 for diphtheria; and 58.9 
for tuberculosis. It seems that greater 
emphasis on maternal hygiene services 
is universally indicated in view of the 
great loss of life. Maternal deaths, 
stillbirths, and neonatal deaths ac- 
counted for 16 per cent of the total life 
loss in Alabama during 1938. 

In the past, the tuberculosis traveling 
diagnostic clinic has operated on a 
policy of spending two days in each 
county, twice each year, and at each 
time about 60 x-ray examinations would 
be made. It appears (see Table 2) 
that much more time should be allotted 


TaBLe 2 
Tuberculosis 
TB Clinic 
TB Deaths TB Death Rate TB Clinic TB Clinic Visits per 
3 Yr. Aver. per 100,000 Order of Visits Visit Rate Order of Health Order of 
County (1936-38) Pop. Rank 1939 per 100 Pop. Rank Worker Rank 
Greene 15.6 80.5 1 230 1.2 1 115 1 
Dallas 44.3 80.4 2 92 0.67 5 23 17 
Shelby 21.6 75 3 136 0.47 9 68 5 
Pickens 20.0 74 4 221 0.76 3 74 4 
Elmore 25.0 73 5 260 0.75 a 87 2 
Lamar 13.3 69 6 126 0.66 6 42 12 
Sumter 16.3 60 7 68 0.25 16 22 18 
Perry 17.0 59 8 106 0.37 12 53 s 
Tuscaloosa 42.6 58.9 9 106 0.15 18 35 13 
Hale 13.3 $1 10 98 0.38 11 49 10 
Marengo 18.0 50 ll 59 0.16 17 29 15 
Chilton 13.3 49 12 129 0.47 8 64 7 
Coosa 6.3 48 13 103 0.78 2 51 9 
Walker 29.0 46 14 157 0.26 15 78 3 
Autauga 9.3 45 15 64 0.31 13 32 14 
Bibb 8.6 42 16 133 0.65 7 66 6 
Choctaw 8.3 40 17 58 0.28 14 29 16 
Fayette 5.3 26 18 92 0.45 10 46 11 
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to Dallas County (2nd place in need), 


and that annually proportionately less 
time should be spent in Coosa County. 
Tuberculosis kills seven times as many 
persons in the former county as in the 
latter. It is anticipated that a change 


in policy to meet the real need will be 
established at an early date. Although 
the tuberculosis death rate has been re- 
duced 75 per cent during the last 
quarter of a century, it is still an impor- 
tant cause of death. 

In order that the health officer may 
encompass his problems more easily, 
graphs may be made on the county 
basis. As illustrations, this has been 
done in Figures 1 through 3. 

Bibb County, as revealed in Figure 1, 


Legend: 


rex per 100,000 population (3 yr av.) 


ranks in first place in need for diph- 
theria control but below the median in 
the immunization rate. On the other 
hand, although the smallpox mortality 
rate is zero in all 18 counties and the 
need for immunization as revealed by 
this index is the same, the smallpox 
immunization rate is in 2nd place in 
this county. It appears that less effort 
should be spent on this problem and 
more emphasis placed on diphtheria 
immunizations. This change in empha- 
sis has already been made. The median 
performance of smallpox vaccination is 
approximately twice as many as the 
number of births, and it seems that this 
is a satisfactory method of control. 

In Figure 2 it is observed that 5 out 
of 6 of these se- 
lected activities 
are considerably 
above the me- 
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Ficure 3—Relationship of public health activities in Autauga County, 
Ala., and the need for service compared with 17 other counties 


Oiseese that a great vol- 
ume of health 
work is being 
done. However, 
the emphasis be- 
ing given to the 
maternal _prob- 
lem is not com- 
mensurate with 
the death rate, 
whereas too great 
stress is being 
placed on small- 
pox and typhoid 
immunization in 
view of the need. 

Figure 3  re- 
veals a_ health 
program that is 
reasonably well 
balanced. Here, 
balance is inter- 
preted as mean- 
ing that the 
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public health activities have about 
the same order of rank as the need for 
the service, and does not mean that the 
county is placing the same relative 
emphasis on all its services. 


SUMMARY 

We have made a study of the rela- 
tionship of health services to the need, 
with the aid of a simple order of rank 
scale. It is obvious that some health 


programs need replanning. We should 
determine the greatest cause of illness 
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and death and battle hardest agains 
those preventable conditions that are 
bringing about the largest number of 
casualties. Then there will be the 
proper relationship of public health 
activities to the real need. 
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Where Is Dentistry Going in 
Public Health?” 


NATHAN SINAI, D.P.H., F.A.P.H.A. 


Professor of Hygiene and Public Health, University of Michigan, 
Ann Arbor, Mich. 


N recent news dispatches from the 

annual meeting of the American 
Dental Association the problem of pub- 
lic health dentistry was presented con- 
cisely. One speaker reported that when 
children enter schools approximately 80 
per cent are exhibits of dental defects. 
Another speaker stated that one-fourth 
of the children in the nation cannot 
afford dental care and one-half do not 
obtain it even though they can afford 
it. The remaining one-fourth receive 
dental care because their parents are 
aware of its benefits and are able to 
afford the services. 

Perhaps this is a too-neat division of 
our population into sharply defined 
categories—both economic and dental. 
Undoubtedly one group would blend 
into the other so that the whole would 
present itself as showing a range of 
dental care from none to completely 
adequate. However, the sharp divisions 
serve their purpose—they present the 
problem of public health dentistry as 
one that concerns at least three-fourths 
of the nation’s school children. 

If this were the first instance where 
statistics of this type had been accu- 
mulated, the facts as presented would 
arouse wide comment in public health. 
But the instance is neither the first nor 


“Read before the Oral -Health Group of the 
American Public Health Association at the Sixty- 
ninth Annual Meeting in Detroit, Mich., October 9, 


1940. 


probably the last. Evidence of this sort 
has been available and it has been dis- 
cussed for as many years as there have 
been school health examinations. Out 
of the discussions there have emerged 
many programs in public health den- 
tistry. It would be difficult to find 
another field of public health that shows 
such a wide variety of activities covered 
by the same title. 

In one community public health 
dentistry is characterized by the purity 
of its emphasis on education. The pro- 
gram has to do with the diet, the tooth- 
brush and the emotional values of den- 
tal perfection. As an addendum chil- 
dren are advised to see their dentists. 
This is probably the least common 
denominator of public health dentistry, 
but it raises an interesting question: 
Why does public health dentistry feel 
that it must occupy the field of general 
education in nutrition? Probably the 
nutrition workers welcome the aid, but 
the reason should be more tangible than 
that. 

Other dental programs expand the 
definition of education, and _ the 
philosophy here is an interesting one. 
In some instances the educational pro- 
gram includes an examination of the 
teeth and a recommendation to the 
parents. In other instances the ex- 
amination is preceded by an “ educa- 
tional ” prophylaxis. And, finally, here 
and there the prophylaxis and exami- 
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nation are followed by the correction 
of selected defects. 

Viewing the problem as a whole, the 
most significant feature of public 
health dentistry, except in isolated in- 
stances, has been the tendency to avoid 
the most important pathway to results 
and to choose instead those by-paths 
that dodge the main issue. That issue 
is dental care—regularly in point of 
time and adequately in point of service. 
Perhaps the time will come when dental 
caries will be as preventable as small- 
pox, but meanwhile the challenge of the 
80 per cent of children who enter school 
exists. 

At times public health dentistry has 
shown an inclination to self-sympathy 
and to complaint over the lack of con- 
sideration given to it by state and local 
health administrators. Yet, the ad- 
ministrator who is not aware of the 
existence of the dental problem in his 
area is rare. It may be of little com- 
fort to the public health dentist, but 
the real reason for the seeming dis- 
interest is neither outright ignorance 
nor outright antagonism. It is because 
the dental problem epitomizes the kind 
of problem against which the adminis- 
trator has made little headway—the 
problem of obtaining corrections of de- 
fects after they are found. When an 
administrator has experienced, year 
after year, the difficulties of obtaining 
corrections of eye defects, as but one 
example, why would he welcome a like 
problem that is far more complex? 

All this presents a rather dark out- 
look for dentistry as a vital and dynamic 
part of the public health movement. 
What has happened during the past 
decade would support the outlook—in 
all of the surveys and discussions con- 
cerning national health, dentistry itself 
has shown only a minor positive in- 
terest. But something has happened 
recently that should change the out- 
look; whether or not it does will depend 
upon public health dentistry. 
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The change is one that has taken 
place not in dentistry but in the public 
health movement. One of the striki 
phenomena of the movement has been 
the redefinition of its scope and its ob- 
jectives at regular intervals of about 
twenty years. As knowledge accumu- 
lated and brought new work, the defi- 
nition of 1880 was too narrow to fit the 
activities, already undertaken by some 
health agencies, in 1900. In the same 
manner the scope of public health in 
1900, with its emphasis on communi- 
cable diseases, failed to cover the new 
activities of 1920—maternal and infant 
welfare, school health, etc. Another 
twenty years have passed and the 
phenomenon of redefinition again ap- 
pears. This time it is not something 
hazy that becomes evident only after 
a number of years have passed. This 
time the redefinition takes the form of a 
remarkable “ Declaration of Attitude” 
appearing in the American Journal of 
Public Health for September, 1940." 

This Declaration, if it is approved by 
the Association, defines the new objec- 
tives and the new limits of public 
health. For the first time the prob- 
lems of service to the population are 
considered and are defined as problems 
of public health. This does not mean 
that the official public health agency 
is designated as the only one that should 
provide service for selected groups; it 
does mean that the public health 
agency cannot any longer merely shrug 
its shoulders and deplore the sad fact 
that service is not available. This 
places upon the shoulders of the public 
health profession the task of studying 
problems of service and codrdinating 
the efforts to solve them. 

In its effect the new definition ex- 
pands the sphere of public health so 
that it embraces public health dentistry. 
But just as the redefinition outlines a 
huge task for the public health adminis- 
trator, so does it for the public health 
dentist. 
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It is axiomatic in public health ad- 
ministration that little progress can be 
made unless objectives are clear. What- 
ever may be chosen as secondary ob- 
jectives in dental programs, there can 
be little disagreement concerning what 
is primary—regular examinations fol- 
lowed by the dental treatment that is 
indicated. 

And now, within the new limits of 
the public health movement, what re- 
sponsibilities face the public health 
dentist? Their scope lies in the state- 
ment of policy that is a part of the 
Declaration of Attitude. 

“The responsibility of a community in- 
volves procedures that are community-wide 
in their application . . . and those intended to 
conserve the health of individuals who, for 


any reason, are unable to command health 
protection at their own expense.” 


It is obvious that the task of 
acquainting the community with its 
responsibility falls upon the public 
health dentist. Heretofore, he has re- 
mained aloof from discussions and ac- 
tions on the subject of medical relief— 
which probably accounts for the lack of 
dental care on any but the most meager 
basis in the majority of relief pro- 
grams. Yet dental service to the re- 
ported 25 per cent who cannot pay 
depends upon organized community 
action. 

Of course, this immediately raises the 
important question of professional rela- 
tions. On this subject the Declaration 
makes the following forthright state- 
ment: 

“In deciding whether a given health ‘pro- 
cedure shall be conducted by the department 
of health directly or by individual medical 
practitioners or other agencies, the primary 
consideration shall be the welfare of the com- 
munity. Relative cost, relative efficiency, and 
the practicability of adequate supervision 
must be considered. Where these factors are 
reasonably equal preference should be given 
‘o a program which ~ decentralizes health 
procedures so as to enlist the private prac- 
titioner in their application.” 2 


It is no easy matter to assign precise 
weights or values to each of the above 
factors, but the task of collecting the 
evidence upon which to base values 
belongs definitely to public health 
dentistry. 

One may agree or disagree with the 
statement that 50 per cent of the child 
population go without necessary den- 
tistry even though their parents can 
afford it. Quibbling about whether the 
percentage is greater or smaller does not 
change the problem. It is a problem 
that calls for the creation of a public 
demand and an integration of public 
health and private facilities. It is here 
that the private practitioner may play 
his most important réle, providing not 
only the necessary services but serving 
in the capacity of educator as well. 
Unlike other services, such as immuni- 
zations, that are completed either in 
one visit or within a relatively short 
space of time, the services of dentistry 
extend over the life of the individual. 
Therefore the educational function, 
once the public health program brings 
the patient and the dentist together, 
must be accepted and continued as a 
routine function of private practice. 
Some day—and it cannot come too soon 
—the efficacy of a dental program will 
be judged not by the number of chil- 
dren that are induced, through one 
method or another, to undergo their 
first or sporadic experiences in the den- 
tist’s chair. Rather will it be judged 
by the number that start and continue 
the visits as a way of life. Obviously 
such a program calls for and must be 
based upon a clear statement of policy, 
a clear understanding and acceptance of 
the responsibilities of the public health 
agency and the private practitioners, 
and an adequate system of records to 
show the course of progress. 

One other point that relates to the 
“50 per cent group” should be men- 
tioned. The Declaration states that 
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“many professional societies and lay 
organizations are also undertaking plans 
for the provision of medical care on a 
prepayment or insurance basis for self- 
supporting persons of small means.” * 
Dentistry of any type is excluded from 
practically all the plans developed thus 
far. Yet the possibilities of a prepay- 
ment plan for certain types of children’s 
dentistry are great. In considering 
these possibilities the public health 
dentist may be guided by another 
paragraph of the Declaration that 
states— 

“Included among the obligations of the 
medical officer of health to the community is 
that he inform himself as to the facilities for 
the general care of the sick, their character 
and distribution, and that he make use of 
his position to see to it that any important 
inadequacies are corrected by appropriate 
action.” 


There are few who will disagree with 
the statement that dental care deserves 
a high place in the list of “ important 
inadequacies.” * 

It is of more than passing interest 
that there has been little public de- 
mand for solutions of the problems of 
dental care. There have been no large 
grants of money to stydy the national 
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needs and costs of dental care; there 
have been no special committees and 
no special studies to inquire into the 
dental habits of millions of families. 
This situation, unlike that in medica! 
care, may be viewed in one of two ways, 
according to the individual’s outlook. 
It may be viewed as an opportunity for 
a careful critical analysis and for the 
preparation of a program that is not 
distorted by outside pressures and the 
need for speedy decisions. On the 
other hand, it may result in the adop- 
tion of a philosophy of doing nothing. 

The choice of one course or the other 
will serve as an index of the vitality 
and the vision of those whose interests 
are in the field of public health den- 
tistry. And at the same time the choice 
will determine the answer to the ques- 
tion: Where is dentistry going in 
public health? 
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Public Health and the Law’ 


JAMES A. TOBEY, Dr.P.H., LL.D., F.A.P.H.A. 
Member of the New York Bar, New York, N. Y. 


practice of public health is now 
governed by certain well established 
legal principles. The important fact is 
often overlooked by many practitioners 
of sanitary science, who fail to recog- 
nize the legal limitations upon their 
operations until suddenly they find 
themselves confronted with embarras- 
sing and costly litigation. 

Whenever a court decides that a pub- 
lic health law, ordinance, or regulation 
is invalid because it is unconstitutional, 
unreasonable, or otherwise defective; 
whenever the judiciary enjoins or 
penalizes the actions of a public health 
official because they are _ illegal, 
capricious, or otherwise improper; the 
cause of public health may receive a 
serious setback. Whenever a judicial 
tribunal awards a judgment against a 
health officer for the payment of sub- 
stantial monetary damages to a person 
who has been injured or aggrieved by 
the nonfeasance, misfeasance, or mal- 
feasance of that health officer, his use- 
fulness to his community is impaired 
and his economic security is threatened. 

Such distressing events are, fortu- 
nately, not frequent, but their occur- 
rence in the past makes it desirable for 
every practitioner of public health to 
be thoroughly familiar with the funda- 
mental principles of public health law. 
This does not mean, of course, that the 
health official or employee must qualify 
as an attorney, but it does mean that 


he should have a practical working 


* Address at West Virginia State Health Con- 
ference, Morgantown, W. Va., November 1, 1940. 


knowledge of law as it applies directly 
to the conduct of his honorable profes- 
sion. It means also that whenever the 
legal necessity arises he should rely 
upon the advice and counsel of an ex- 
pert, such as the state attorney general, 
city solicitor, or his own lawyer. 

A working knowledge of legal prin- 
ciples might have prevented the rather 
disconcerting situation in which the 
Public Health Council of West Virginia 
found itself some twenty years ago. 
Acting under a general health statute 
which authorized the council to remove 
from office a city health officer who 
refused or neglected to observe and en- 
force the laws and the regulations of 
the public health council for the control 
of epidemics, the council initiated ac- 
tion to remove a city health officer be- 
cause he did not devote full time to the 
duties of his office. This may have 
been a worthy endeavor, because full- 
time service to the public health is a 
desirable principle, but the health 
officer in question did not take kindly 
to the idea. Instead, he contested this 
court action, and was able to show that 
he had been legally appointed to his 
office by the mayor under the pro- 
visions of a city charter granted by the 
state, and that under the terms of the 
general health law he could not be re- 
moved by the state public health 
council merely because he was a part- 
time official.’ 

Similarly, a better knowledge of law 
might have prevented the difficulties in 
which a health officer in Michigan 
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found himself during World War I. In waste. On numerous occasions the 
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his zeal to control the spread of venereal 
disease this official seized an 18 year 
old girl, and induced her to submit to 
a physical examination against her 
will. Since a gonococcus infection was 
discovered, she was sent to a hospital 
where a serological test revealed that 
syphilis was also present in_ this 
patient. 

From the standpoint of public health 
the detention of this infected person 
was justifiable, but from the standpoint 
of law it was erroneous. The statute 
then in force permitted the seizure and 
examination of an individual only if the 
health officer had reasonable grounds to 
suspect the existence of disease. Al- 
though this girl received treatment in 
the hospital for 12 weeks, she ungrate- 
fully sued the health officer for assault 
and false imprisonment. Since the 
health officer could not show that he 
had reasonable grounds for suspecting 
disease in this person, he was adjudged 
to have exceeded his authority and to 
have acted in an arbitrary manner. 
The fact that venereal disease was 
subsequently found did not excuse the 
original fault in procedure.” 

A health official is not personally 
liable for injury caused to individuals 
while he is acting in good faith and 
within the scope of his authority. He 
is not liable for errors of judgment or 
for damages resulting from carrying out 
the orders or policies of the board of 
health or health department. If, how- 
ever, he acts in an arbitrary, oppressive, 
malicious, corrupt, or negligent manner, 
he may be personally liable for resulting 
harm to persons or property. 

The municipality is not liable to in- 
dividuals for acts undertaken in its 
governmental capacity, such as the pro- 
tection of the public health. It may, 
nevertheless, be liable for damages re- 
sulting from its proprietary or business 
functions, such as the distribution of 


water or the disposal of sewage or 


courts have awarded damages to per. 
sons who have contracted disease from 
city water supplies, or whose persons or 
property have been harmed by city 
sewage. 

Before taking important action, a 
health official must, therefore, be cog- 
nizant of his actual powers and duties 
as set forth by law. He must know 
what the statutes permit him to do or 
prohibit him from doing, and he must 
also know what are the constitutional 
rights of individuals under our system 
of government. A few years ago, for 
example, a person in West Virginia was 
hailed into court and convicted of the 
violation of a municipal ordinance for 
the regulation of barbering and beauty 
culture. On appeal, it developed that 
the ordinance was null and void because 
it had been repealed by a general state 
law covering the same subject. The 
conviction was accordingly reversed.* 

A knowledge of the statutes per- 
taining to public health, and the regu- 
lations adopted under authority of law 
to carry out the purposes of health 
legislation, is useful but it is not 
enough. The sources of public health 
law go far beyond such written legisla- 
tion. They depend in the first instance 
upon constitutions, both federal and 
state, in which the authority of govern- 
ment and the duties and rights of its 
citizens are set forth. Legislation 
enacted under the authority of a con- 
stitution, and enforced by the executive 
branch of the government, is actually 
only a small fraction of the jurispru- 
dence of public health. 

The great bulk of public health law 
is made by the courts, whose proper 
function it is to interpret the laws where 
necessary, to determine their constitu- 
tionality and the validity of their 
enforcement, and to see that justice and 
equity are applied under the written law 
and the unwritten, or common law, in 
all causes properly brought before them. 
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Public health law is, therefore, made 
by all branches of our tripartite system 
of government. It is derived in part 
from written statutes enacted by the 
legislative branch; in part from quasi- 
legislation of the executive, such as 
reoulations and codes of health depart- 
ments, which are not actually legislation 
but which when properly adopted and 
reasonable in scope are accorded the 
force and effect of law; and it derives in 
large measure from the precedents laid 
down by courts of last resort, both 
federal and state. Supplementing all 
of these sources of public health law 
are the principles of the common law, 
inherited from England and often modi- 
fied by our legislation or court de- 
cisions in order to comply with the 
peculiarities of the American way of 
life. 

The courts in West Virginia appar- 
ently have been called upon only rarely 
to adjudicate public health matters, 
although the courts in other states have 
handed down thousands of decisions on 
subjects directly affecting the adminis- 
tration of public health work. Men- 
tion should, however, be made of a 
famous case that was decided in this 
state more than half a century ago. In 
1882 the legislature of West Virginia 
enacted a law requiring that the prac- 
tice of medicine in the state should be 
restricted to persons licensed by the 
State Board of Health, and that such 
licenses should be issued only to indi- 
viduals who had been graduated from 
reputable institutions or who possessed 
certain other qualifications. 

A physician who had been in practice 
for some time, and who had been denied 
a license because he was a graduate of 
an eclectic medical school which the 
State Board of Health did not regard as 
a reputable institution, was haled into 
court for practice without a license. On 
appeal from a lower court, the West 
Virginia Supreme Court of Appeals sus- 
tained the validity of the law and up- 


held the action of the State Board of 
Health. 

The case was then appealed to the 
Supreme Court of the United States on 
the ground that the constitutional 
rights of this physician had been in- 
fringed, in that he had been denied due 
process of law, as guaranteed to all citi- 
zens by the Fourteenth Amendment to 
the Federal Constitution, which says 
that no state shall deprive any person 
of life, liberty, or property without due 
process of law, nor deny to any person 
the equal protection of the laws. 

The Supreme Court of the United 
States decided, however, that the West 
Virginia law was a proper exercise of 
the police power of the state and that 
its operation did not deprive the de- 
fendant of due process of law.‘ This 
case, decided in 1889, was the first in 
which the Supreme Court of the United 
States upheld the regulation of medical 
practice by a state, although subse- 
quently this court has sustained the 
validity of many such laws, whether ap- 
plied to medicine, osteopathy, den- 
tistry, or other professions, the conduct 
of which may affect the public health.” 

Near the turn of the century, the 
board of health of a city in Massa- 
chusetts adopted a regulation to the 
effect that smallpox was prevalent and 
that all persons in the city not success- 
fully vaccinated within 5 years should 
be vaccinated or revaccinated. This 
regulation was enacted under the au- 
thority of a state law which authorized 
city boards of health to require vac- 
cination of all inhabitants when neces- 
sary for the public health, with an 
exception in favor of children presenting 
a certificate from a physician showing 
that they were unfit subjects for vac- 
cination. A penalty was imposed for 
refusal to comply with the law. 

A recalcitrant individual who was 
opposed to vaccination refused to sub- 
mit to the regulation and was convicted 
in the Superior Court. This convic- 
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tion having been affirmed by the Su- 
preme Judicial Court of Massachusetts, 
the defendant appealed to the Supreme 
Court of the United States, alleging 
that the state law contravened the spirit 
of the Federal Constitution and de- 
prived him of his rights as a citizen 
under the Fourteenth Amendment. 

In a masterful decision handed down 
in 1905, which stands as a landmark 
in the law of public health, the Su- 
preme Court of the United States 
decreed that the enactment of the law 
in question was a valid and reasonable 
exercise of the police power of the 
state; that its enforcement could 
properly be delegated to a local board; 
that the protection of the public health 
is in the first instance a state responsi- 
bility; and that while a court should 
guard with firmness every right of an 
individual appertaining to life, liberty, 
or property, no one person or minority 
of persons should have the privilege of 
dominating the majority when sup- 
ported in their action by the authority 
of the state. In later decisions this 
same court has upheld the principle of 
compulsory vaccination as a public 
health measure.’ 

Successful immunization of all school 
children against smallpox, and also 
against diphtheria, is required by the 
public health laws of West Virginia. 
Apparently this excellent legal provision 
has never been contested in the courts, 
at least not in the appellate divisions, 
but it should be upheld as a constitu- 
tional exercise of the police power. 
Only this year, a requirement that vac- 
cination should be a prerequisite to at- 
tendance at school was sustained by a 
federal district court in Pennsylvania 
and also by the Superior Court of that 
state.* These cases can be added to 
about one hundred other court decisions 
on this subject during the last fifty 

rs. 

In 1913 the Supreme Court of the 
United States rendered another notable 
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decision which sustained a local public 
health law. In this instance an ordj. 
nance of the City of Milwaukee regu- 
lated the sale of milk, requiring tha 
no milk should come into the city unless 
produced from cattle free from tubercy- 
losis as shown by the tuberculin test. 
and authorizing the confiscation and 
destruction of milk not produced ac. 
cording to the requirements of the ordi- 
nance. Unlike the vaccination case 
which dealt with restraint on personal 
liberty, this case dealt mainly with 
control of property. 

A milk dealer sought to enjoin the 
enforcement of this ordinance on the 
ground that it denied him the equal 
protection of the laws by its failure to 
apply equally to milk produced within 
the city, and also because it deprived 
him of property without due process of 
law. The Supreme Court dismissed 
these contentions, saying that there was 
no illegal discrimination since all cattle 
outside the city were subject to the 
same regulations, and that the destruc- 
tion of any insanitary milk was the 
only efficient penalty for violation of 
the ordinance, which was a valid exer- 
cise of the police power of the siate for 
the prevention of the spread of dis- 
ease and the protection of the public 
health.® 

What is this police power? It is the 
power inherent in the state to enact and 
enforce laws to protect and promote the 
health, safety, morals, order, peace, 
comfort, and general welfare of the 
people. The power was possessed by 
the states before the Federal Constitu- 
tion was adopted in 1789, and was not 
surrendered to the national government 
at that time. The states cannot, in fact, 
divest themselves of the police power, 
including the control of the health of 
the people. 

Public health is, therefore, primarily 
the responsibility of the states, which 
may delegate this duty to its political 
subdivisions and agencies, such 4s 
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counties, municipal corporations, boards 
of health, and school boards. The fed- 
eral government is concerned with pub- 
lic health only when it affects or is 
afiected by foreign and interstate com- 
merce, when it involves federal terri- 
tories and wards of the government, or 
arises under treaties or the federal 
power of taxation. 

Under these powers, as enumerated in 
the Constitution, the federal govern- 
ment controls foods and drugs in inter- 
state commerce; it taxes and regulates 
narcotics; prevents the entry of disease 
from without; provides for the health 
of the people of the District of 
Columbia, the non-citizen Indians and 
Eskimos, and the army and navy. The 
federal government also codperates with 
the states, conducts necessary research, 
and undertakes public health educa- 
tion. For all of these purposes, it has 
a number of necessary bureaus and de- 
partments, such as the U. S. Public 
Health Service and the Food and Drug 
Administration, which are now largely 
centered in the Federal Security 
Agency. 

Under its constitutional power to 
levy taxes to provide for the general 
welfare, the federal government makes 
grants to the states for maternal and 
child health, and for assistance to the 
states in maintaining adequate public 
health services. These grants are made 
under the terms of the Federal Social 
Security Act of 1935 as amended, and 
are administered by the Children’s 
Bureau of the U. S. Department of 
Labor, and the U. S. Public Health 
Service, respectively. The federal 
government also makes grants to the 
states to aid in the control of venereal 
disease. 

A recent federal law that has im- 
portant public health implications is 
the so-called Selective Service Act of 
1940, by the terms of which the young 
men of the country must register and be 
selected for service in the army for a 


one year period. Since all of the men 
called for service will be given careful 
medical examinations, including sero- 
logical tests, many instances of disease 
and physical defects will be revealed. 
Rehabilitation of those found to be 
suffering from tuberculosis, venereal 
disease, malnutrition, and other mala- 
dies and defects will be an important 
civil duty. 

The health of the men actually en- 
rolled in the army, and the sanitation 
of their immediate environment are sub- 
ject to the supervision of the Medical 
Department of the U. S. Army. The 
areas outside of the army camps and 
cantonments remain, however, under 
the control of civil health authorities, 
who will be confronted with many acute 
problems, such as sanitary housing, 
sanitation of food supplies, control of 
venereal disease, and various other 
necessary public health measures. Pro- 
vision for industrial hygiene in expand- 
ing industries made necessary by the 
military emergency is another urgent 
health problem. Still another is the 
matter of adequate and well balanced 
nutrition for the armed forces, the 
workers in industry, and the general 
civilian population. 

Practitioners of public health should 
bear in mind that the police power 
under which they conduct their func- 
tions is broad in scope, is usually con- 
strued liberally by the courts, and al- 
ways gives them ample authority for 
their operations, but they must also 
remember that there are limitations 
upon the police power imposed by con- 
stitutions and the common law. Under 
our form of government, citizens have 
certain inalienable rights which the 
courts are zealous to safeguard. 

The basis of law is reason. Any pub- 
lic health official whose actions are 
consistently reasonable, and who oper- 
ates under reasonable legislation, will 
invariably avoid serious legal difficulties. 
Prevention of such difficulties is as im- 
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portant to successful health adminis- 
tration as are the preventive aspects of 
public health itself. 
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An Institutional Outbreak 
of Poliomyelitis” 
A. CLEMENT SILVERMAN, M.D., F.A.P.H.A. 


Bureau of Communicable Diseases, Syracuse Department of Health and the 
Department of Pediatrics, Syracuse University College of Medicine, 
Syracuse, N. Y. 


N the epidemiology of poliomyelitis, 

institutional outbreaks have been 
comparatively rare. In 1939 R. E. 
Smith! reviewed outbreaks in schools, 
going back to accounts by Wickman 
(1905). While for the most part de- 
tails are meager, mention is made of at 
least one in an isolated community in 
1933 in which no cases occurred except 
among the school population. In ad- 
dition to this reference by Smith, there 
is record of an outbreak in St. Mark’s 
School, Southborough, Mass., in 1936, 
when, according to a personal com- 
munication,® the community likewise 
escaped. The 1934 outbreak of 
southern California showed a remark- 
ably unique incidence among hospital 
personnel.* Yet even in that outbreak, 
orphan asylums were spared.> In New 
York City in July, 1923, an orphan 
asylum having about 300 infants and 
young children reported 10 cases of 
paralytic poliomyelitis. Although the 
usual number of cases were being re- 
ported in the city at the time, later 
that summer there was evidence of a 
considerable outbreak. In the 1924 
outbreak in Syracuse, one orphan 
asylum had 3 bulbar cases, 2 occurring 
almost simultaneously and the 3rd, 11 
days subsequently.” 


*Read at a Joint Session of the Laboratory and 
Epidemiology Sections of the American Public 
Health Association at the Sixty-ninth Annual Meet- 
ing in Detroit, Mich., October 8, 1940. 


Last year, Kramer, Gilliam, and 
Molner * reported an institutional out- 
break in Detroit, while the disease was 
prevalent there. There were 34 chil- 
dren in the orphanage of whom 20 
were of infant and preschool ages. Be- 
tween August 1 and 8, 1 fatal and 4 
nonparalytic cases developed among 
young children, aged 1 to 3 years. 

The institutional outbreak herein re- 
ported occurred in Syracuse early in 
the spring of 1939, when no other cases 
were known in the city. In point of 
time, it came earlier than the Detroit 
institutional outbreak. But more impor- 
tant, it appears to be the first reported 
instance of an outbreak, in an orphanage 
in a fairly large city, occurring seem- 
ingly as an isolated episode, without 
known cases immediately preceding or 
following in the community at large. 
The institution consists of a maternity 
hospital, as a separate unit, and of an 
orphan asylum having about 120 chil- 
dren ranging in age from new-born 
infants to 6 years. The set-up of the 
orphan asylum, the age distribution 
of the inmates, and their contact with 
each other and with adults caring for 
them will be given later. 


STORY OF THE OUTBREAK 

The outbreak included 4 infants and 

2 young adults. Only 1 of the 6, a 
maid, escaped muscle weakness or 


paralysis. 
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The unfolding of the outbreak is 
worth describing, for only 3 of the 6 
affected were suspected or recognized as 
cases, while in the institution. These 
3 were infants and were transferred to 
the City Hospital on April 18, because 
of paralysis of the lower limbs. Their 
ages were 7 months, 14 months, and 17 
months. The 2 older babies had been 
in the orphanage since birth, and ap- 
parently had their onsets on the same 
day, April 9. At the City Hospital, 
their spinal fluid showed increased 
globulin but no pleocytosis. The 7 
months old infant had been admitted 
to the orphanage on March 27, and 
had his onset on April 14, and when 
hospitalized had pronounced nuchal 
rigidity, pleocytosis (150 cells) and 
marked globulin increase. 

On April 10, 8 days before these 
babies were admitted to the City Hos- 
pital, a 19 year old girl had come to 
that institution because of stiffness of 
gait which she attributed to rheumatism 
of about 2 years’ duration. She ap- 
peared timid, apprehensive, rather 
psychoneurotic. Examination revealed, 
however, absent ankle jerks and a 
decreased knee jerk on the right. 
There appeared to~-be slightly less 
power in the quadriceps and the ilio- 
psoas groups on the right than on the 
left. A careful history elicited an 
acute illness beginning on March 19, 
with fever and vomiting, and lasting 2 
days. After feeling better for 4 days, 
there was recurrence of the acute 
symptoms on March 25 and 26, and 
this episode was subsequently followed 
by increasing difficulty in climbing 
stairs, which became pronounced on 
March 31. It was found that she had 
been nursemaid in the orphanage from 
which the babies came and had 
stopped working there on March 20. 
Except for the epidemiological rela- 
tionship, there would have been con- 
siderable hesitancy in considering her 
a case of poliomyelitis, in view of her 
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illness having occurred in March when 
no other cases were known and when 
none would be anticipated in this 
n. 

A visit to the orphanage on April 19 
failed to reveal atypical cases or recent 
minor illnesses, though they could well 
have been overlooked or misinterpreted, 
as will be brought out later. One maid, 
however, aged 24, had become il! and 
feverish on April 17, the day before 
the 3 babies were sent in. When seen 
on the 19th, she complained of head- 
ache and pain in the right lower ex- 
tremity. Her temperature was 103.4, 
there was tenderness in the right calf 
and thigh, and her neck was stiff. The 
spinal fluid showed 130 cells and in- 
creased globulin. She gave a history 
of having had paralytic poliomyelitis 
18 years before (1921), and showed 
residual atrophy and weakness of the 
extensors of the toes on the left side. 
The 6th case lends further uncom- 
mon features. She was 21 months old, 
had been admitted to the orphanage on 
March 14, having been brought to the 
city 2 weeks before from a village 30 
miles distant. Because she was found 
to have gonococcus vaginitis she had 
been transferred from the orphanage 
March 25. When she was seen on April 
2 at the City Hospital, she was found 
to have a Bell’s palsy. Painstaking 
questioning failed to reveal any record 
of fever or illness between March 14 
and April 2. Nurses, attendants, and 
welfare agents had failed to note any- 
thing wrong with the child’s face, but 
the attempt to examine her on April 2 
caused her to cry, and gave evidence 
of the paralysis. When the _polio- 
myelitis incidence at the orphanage 
came to light the writer wondered 
whether this child, too, represented a 
case of the disease, having seen 2 cases 
of poliomyelitis that showed Bells 
as the sequel to the acute attack. 
Table 1 gives the list of patients in 
the order of their coming under our 
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TABLE 1 


Cases of Poliomyelitis in Institutional Outbreak, Syracuse, 1939 


Illness 
<= 


Time in Paralysis 

Institution or Weak- 

ness and 
Entered Left Onset Date Noted 


Laboratory Investigation 
— = 


Spinal Fluid Virus Studies Neutraliza- 
- tion for 
Pleo Nasal St. Louis 
cyto- Glob- Wash- and Equine 
Date sis ulin Date Lab.* Stool ings Virus Date 


2/ 1/39 3/20 3/19 Right quad- 
3/25 riceps and 

iliopsoas 

3/31 


4/18 Neg. Pos. Yale Neg. Serum con- 
taminated 
$/2 


JEW. 14 2/ 8/38 4/18 Right leg 


mo. to CH? 4/18 


Serum con- 
taminated 
5/6 


17 F 11/24/37 4/18 leg 


McD. mo to CH 4/18 


Serum con- 
taminated 
5/6 


NW. 7 M_ 3/27/39 4/18 4/14 Both legs 


to CH 4/18 


Serum con- 
taminated 
5/6 


F 2/ 4/39 4/19 None 
to CH 


Neg. 
$/2 


F 3/14/39 3/25 Unde- Right 
ter- facial 
mined 4/2 


Neg 
5/5 


1 Vale James D. Trask and associates; New York: 


*CH—-City Hospital. 


observation. For each, certain per- 
sonal data are given, together with the 
time in the institution, the onset date, 
the nature of the attack, and the 
various laboratory tests to be dis- 
cussed later. From the dates of onset, 
it can be seen that the outbreak ex- 
tended from March 19 to April 17. 
The patient (case No. 1) whose onset 
occurred on March 19, left the orphan 
asylum the next day, and hers was 
the so-called dromedary type, the 
symptoms recurring after 4 days and 
going on to muscular weakness. One 
infant (case No. 6) entered the insti- 
tution March 14, 5 days prior to the 
onset of the first case, and no onset 
date can be ascertained for her, but the 
fact that after remaining 11 days in 
the orphanage, paralysis was noted by 
April 2, and that in the first case the 
weakness became evident March 31, 


George Y. McClure, Div. of Lab. and Research, New 
State Dept. of Health; N.I.: Surgeons Charles Armstrong and R. D. Lillie, Natl. Institute of Health 


suggests that possibly their onsets were 
close together. One infant (case No. 4) 
who entered on March 27, became ill 
17 days later. The one non-paralytic 
case represented a second attack, the 
first having ended in paralysis. One 
case (No. 6) with Bell’s palsy as a 
sequel has been mentioned. 


THE ORPHAN ASYLUM 

In the orphan asylum, during this 
period, there were 117 children, 
divided as follows: kindergarten 31, 
preschool 32, second nursery 17, first 
nursery (infants under 1 year) 20. In 
addition, 17 children of all ages (may 
ordinarily range from 1 day to 6 years) 
were in the hospital section either be- 
cause they were ill or because they were 
new admissions and by law had to be 
quarantined. The institution takes in 
nurse maids for a year’s training and 


| Vol. 31 SC 595 
Var Age Sex 
ES 19 F 
yr 
4/30 Yale Neg. 
ee 4/18 Neg. Pos. 4/29 N.Y. Pos. 
4/30 Yale Neg 
. 4/18 Pos. Pos. 4/29 N.Y. Pos 
mo ee 4/30 Yale Neg 
yr. 4/29 N.Y. Neg. 
5/2 Yale Neg 
6 sc. 4/30 Neg. Pos. 4/30 Yale Neg 
mo. 5/il N.Y. Pos 
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experience and there were 26 at the 
time. There were also 2 teachers for 
the kindergarten and 4 adults who, 
having general supervisory functions, 
had access to all the children. Twelve 
or more cleaning women and 11 part- 
time workers may also have had some 
contact with the children. In the course 
of the period under discussion, com- 
prising 27 days, there were 12 ad- 
missions, 14 releases, and 1 death. 
Three of the admissions were from out- 
of-town and 4 of the releases were to 
out-of-town places. The death was 
that of a child approximately 2! years 
old, and occurred on March 30. The 
death certificate gave bronchopneumonia 
of 2 days’ duration as the cause; no 
details could be elicited that would 
connect it with the outbreak of 
poliomyelitis. 

Of the 4 infants in the poliomyelitis 
outbreak, 3 came from the hospital sec- 
tion and 1 from the preschool group. 
The first maid who became ill served 
the preschool group. The second adult 
worked in the laundry but came in 
contact with the chlidren whenever she 
visited her own baby in the first 
nursery. While the entire institutional 
population might be considered as hav- 
ing been at risk, the preschool and 
hospital groups comprising 49 children 
and 19 to 23 adults had 5 of the 6 
cases. The children in the five divisions 
or groups were kept separate, but the 
adults serving the different groups had 
some contact with each other. 

No definite isolation technic was 
maintained even in the hospital group. 
Children who became ill often re- 
mained with their group for several 
days before being removed to the hos- 
pital section. An illustration is af- 
forded by an outbreak of hemolytic 
streptococcus infection which occurred 
at about the same time and which came 
to light during the investigation of the 
poliomyelitis outbreak. A nursery 
maid in the second nursery became ill 
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with sore throat on January 31, 1939, 
She was still working there when a 
scarlatinal rash appeared on February 
2, and she was sent to the City Hos- 
pital on that date. Although no other 
cases of scarlet fever were reported 
from the institution subsequently, 
there were 27 cases of otitis media 
among the older infants, and preschool 
children during February, March, 
and April, and 16 mastoid opera- 
tions were performed during these 
3 months; in fact, the first case of 
poliomyelitis recognized was an infant 
(case No. 2) whose mastoid wound was 
still being dressed and who on April 18 
was unable to stand up, whereas he had 
been able to stand at the time of the 
previous change of dressing. 


LABORATORY INVESTIGATIONS 
Because of the unusual time and 
nature of the outbreak, it was impera- 
tive that some confirmatory tests be 
applied. The essential changes in the 
cerebrospinal fluid are indicated in 
Table 1, but such changes are sugges- 
tive only and do not constitute evidence 
of the disease. The recently renewed 
interest in the test for poliomyelitis 
virus in stools ® suggested that as the 
most appropriate. Dr. James D. Trask 
and his associates at Yale and Dr. 
George Y. McClure of the New York 
State Laboratory kindly offered their 
facilities. Fecal specimens were sent 
to both at about the same time (April 
29-30). Negative results were re- 
ported by the Yale group from all 6 
cases as well as from 9 contacts. Dr. 
McClure, to whom specimens were sent 
from all cases except the first, reported 
positive results with specimens from 
cases Nos. 2 and 3, and also from case 
No. 6 who had only the facial paralysis 
and whose specimen was submitted 
May 11. 
The monkeys inoculated with extracts 
of fecal specimens from these cases, 
developed clinical symptoms of polio- 
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myelitis, and sections from their spinal 
cords were found to have lesions 
characteristic of poliomyelitis, including 
neuronophagia in the anterior horns. 
The monkey inoculated with the speci- 
men from case No. 4 had an elevation 
of temperature corresponding to that 
which occurred in the other monkeys, 
but did not develop paralysis; sections 
of the cord were reported on June 10 
as inconclusive. But all 4 gave posi- 
tive second passage. The monkey 
inoculated with the specimen from 
case No. 5 of April 29 did not develop 
any rise in temperature or other symp- 
toms of the disease. Nasal washings 
and enema return from this case, how- 
ever, were refrigerated and shipped to 
Dr. Charles Armstrong at the National 
Institute of Health on April 22, the 
5th day since her onset of symptoms. 
Dr. Armstrong reported no success in 
isolating virus from the nasal washings, 
but from the stool a paralytic affection 
was transferred through three genera- 
tions in monkeys, “in which both the 
clinical picture, and pathological find- 
ings as reported by Surgeon R. D. 
Lillie were consistent with a diagnosis 
of poliomyelitis. The agent was not 
pathogenic for white mice.” This would 
seem to constitute evidence of an at- 
tack of poliomyelitis, and since she had 
residual evidence of a first attack, the 
second attack may be considered 
established. 

Early in May serum from all 6 cases 
was sent to Dr. Karl F. Meyer for neu- 
tralization tests against the virus of St. 
Louis encephalitis and equine encepha- 
lomyelitis. Four specimens unfor- 
tunately were found contaminated, but 
the ones for the patient with facial 
paralysis and the adult with the second 
attack (cases Nos. 5 and 6) were re- 
ported to be entirely negative in rela- 
tion to these viruses. The results of 
the several tests are included in 
Table 1. 

It should be stated, incidentally, that 
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at the suggestion of Dr. Trask, two 
sets of fecal specimens from the infants 
were sent to Dr. Norman R. Stoll of 
the Rockefeller Institute for Animal 
and Plant Pathology at Princeton, N. J., 
for helminthological examination, and 
the results were reported negative. 


COMMENT 

It is not the purpose of this paper 
to enter into a discussion of the tech- 
nical features of the laboratory tests, 
especially as applied to the specimens 
of feces. Since these tests were not 
done in Syracuse, reference may be 
made to the latest report of Trask and 
his associates and to the details of 
McClure’s technic." It is desired, 
however, to emphasize: (1) the “ use 
of the fecal examinations as an epi- 
demiological tool,” *° and (2) the rdle 
of epidemiology as a diagnostic aid. In 
Kramer’s report,* the stools identified 
healthy contacts and undiagnosed minor 
illness. In this Syracuse outbreak 3 
of the 6 cases would have been con- 
sidered doubtful without the stool ex- 
aminations. The different results ob- 
tained in specimens from case No. 5, 
on April 22 and April 29, might have 
been due to the longer interval since 
onset. The evidence that virus was 
present on the Sth day and absent a 
week later may also tend to refute any 
suggestion that she might have been a 
chronic carrier owing to her paralytic 
attack 18 years earlier.'* On the other 
hand, the positive stool from case No. 6 
was obtained 17 days after she left the 
orphan asylum. The 3 cases which 
could easily have been overlooked as 
possible cases of poliomyelitis, had it 
not been for the epidemiologic relation- 
ships, might have remained doubtful 
diagnoses without stool examination 
for virus. 


SUMMARY 
An outbreak in a child caring insti- 
tution in a fairly large city, apparently 
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occurring as an isolated episode, at an 
unusual time, is described seemingly for 
the first time. 

It represents on a small scale a com- 
munity outbreak, and shows a compara- 
tively high incidence and paralytic 
rate. 

The failure to note minor illnesses or 
so-called abortive cases may well have 
been due to faulty observation of the 
inmates or to misinterpretation of the 
symptoms, since an outbreak of hemo- 
lytic streptococcus infection preceded 
the poliomyelitis outbreak. 

Three of the cases were sufficiently 
atypical to have escaped diagnosis: a 
“dromedary ” case with slight muscle 
weakness, a case of Bell’s palsy without 
any recognition of invasive symptoms, 
and a non-paralytic attack 18 years 
after a paralytic attack. 

The finding of poliomyelitis virus in 
the stools of 2 of these 3 cases, in addi- 
tion to the 3 frank cases, emphasizes its 
significance as an epidemiological tool. 
Further, the epidemiologic approach 
served as an aid in diagnosis. 

Finally, the facts developed in this 
outbreak appear to support the view 
that the poliomyelitis infection was 
spread by direct personal contact. 
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Epidemiological Investigation of 
Rural Typhoid with the Aid of 
the Vi Agglutination Test’ 


CALISTA P. ELIOT, Sc.D., ann W. ROSS CAMERON, M.D. 


Associate in Bacteriology, School of Hygiene and Public Health, the Johns 
Hopkins University; and Deputy State Health Officer, Hagerstown, Md. 


ITH reasonable skill in the appli- 

cation of laboratory methods 
developed during recent years for the 
isolation of typhoid bacilli from stool 
and urine specimens, it is probably safe 
to assume that the typhoid bacillus can 
be detected if it is present even in 
minimal numbers in the portion of 
material examined. This lends assur- 
ance of significance to both the positive 
and negative stool cultures. There 
still remain, however, certain practical 
limitations in the use of stool examina- 
tion as a primary epidemiological tool 
for the detection of typhoid carriers. 
These may be listed as follows: 


1. Questionable authenticity of specimen 
unless collected under strict supervision. 

2. Intermittency, either apparent or real, in 
the elimination of typhoid bacilli by the 
carrier. 

3. A time-consuming and expensive labora- 
tory technic for large-scale application. 

4. Esthetic distaste for procuring specimens 
on the part of many individuals. 


The application of a serological 
method in the laboratory examination 
for carrier detection would largely 
eliminate these objections. Various 

"Read at a Joint Session of the Laboratory and 
Epidemiology Sections of the American Public Health 


Association at the Sixty-ninth Annual Meeting in 
Detroit, Mich., October 11, 1940. 


serological tests have been proposed 
and tried from time to time. A method 
widely applied and generally considered 
to be most useful is the agglutination 
test by which the H and O typhoid 
antibodies are detected individually 
with living or killed antigen. Accumu- 
lated experience indicates that the 
typhoid carrier usually shows typhoid 
agglutinins in the blood, presumably 
throughout his lifetime. However, since 
demonstration of agglutinins is at best 
only indirect evidence of either past or 
current presence of the organism, the 
method can serve merely as a screen 
test, and a series of stool specimens 
must be examined to determine whether 
the carrier state actually exists in the 
individuals under consideration. 

The H and O antibody method for 
detection of carriers is open to one 
serious objection in all areas where 
typhoid inoculation is widely practised, 
or where the endemic typhoid rate is, 
or has been, high. Under either of these 
conditions the number of positive reac- 
tions is found to be so far in excess of 
the number of possible carriers that 
there is actually little advantage in the 
use of the method as a preliminary or 
screen test. 

Recently another agglutination reac- 
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tion has been applied which gives 
promise of showing greater specificity. 
This is the test for Vi agglutinins de- 
scribed by Felix,’ Bhatnager,? Eliot,* 
and others. It has been shown that Vi 
agglutinin is usually present in the 
blood of carriers and of typhoid cases, 
and that it is absent in other individuals 
including those inoculated with vaccine. 
The positive Vi test therefore consti- 
tutes presumptive evidence of the 
presence of the typhoid organism in the 
host and must be confirmed by stool or 
urine or bile culture. 

In this paper a report is made upon 
the use of the Vi test in epidemiological 
investigations on endemic typhoid in 
what has been termed a “ typical rural 
county ’— Washington County, Md. 
Results are compared with those 
obtained by other methods in investiga- 
tions during the past 10 years in the 
same county. During this period com- 
parable laboratory methods have been 
used for stool examinations, providing 
a reasonably uniform basis for compari- 
son of results. Moreover, one of us 
(W. R. C.), has served as epidemiolo- 
gist during the entire series of investiga- 
tions and there is every reason to 
believe that throughout the period 
under review the intensity of effort to 
discover carriers has varied but little. 


CARRIER IDENTIFICATION METHODS 
AND RESULTS 

The search for typhoid carriers in 
Washington County has been carried on 
intermittently as typhoid cases occurred 
from time to time to furnish the basis 
for initiation of an investigation. Dur- 
ing the first few years of the 10 year 
period under discussion, and in certain 
areas later, all laboratory examinations 
were confined to stool and urine cul- 
tures. Specimens were secured in bile 
or bile brilliant green preservative from 
all persons in the affected households 
and from selected individuals in the 
community, particularly from those 


who previously had been reported as 
having had typhoid. There were 515 
persons examined by this method, of 
whom 4 .were identified as typhoid 
carriers. In a number of epidemics no 
typhoid carrier was discovered. 

The serological screen test, in which 
blood from suspected carriers was 
examined for H and O antibodies, was 
adopted for typhoid investigation, be- 
ginning in 1933. If agglutination of 
either H or O antigen was produced in 
a titer of 1:80 or higher, specimens of 
stool were collected and examined for 
Eberthella typhosa. In most instances 
persons with negative reactions were 
not asked to submit stool specimens. 
After trial in a number of investigations 
over a period of 4 years, the use of the 
method was discontinued. No carriers 
were found among the 354 persons 
examined, although 70, or nearly one- 
fifth of them, showed H or O antibodies 
in significant titer. It was concluded 
that these blood tests were relatively 
unfruitful as a preliminary means of 
identification of carriers, and the prac- 
tice of primary stool collection from all 
suspected persons was resumed. 

From 1937 to 1939 the Vi agglutina- 
tion reaction was employed as a screen 
test in the investigation of seven endemic 
areas. Specimens of blood were 
obtained as for any serological test, 
from contacts of cases and from other 
suspected persons. The H and 0 anti- 
bodies were removed by a simple 
absorption technic, and the Vi antibody 
titrated by agglutination with a living 
typhoid culture, rich in Vi antigen. 
When agglutination was positive in 4 
titer of 1:20 or higher, stool specimens 
were collected and cultured for typhoid 
bacilli. Persons in this series showing 
negative agglutination were also ¢x- 
amined by stool culture. Among 100 
persons studied, 4 were identified as 
carriers in four different epidemics. All 
of them had shown positive Vi agglu- 
tination. Four other individuals showed 
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sitive reactions but typhoid bacilli 
could not be isolated from their stools. 
It is not impossible that further investi- 
gation will reveal one or more of these 
persons to be excreting typhoid bacilli. 
Each of them is reasonably connected 
by epidemiological data with previous 
typhoid cases. On the other hand, it 
can be demonstrated that a certain 
number of normal individuals with no 
known typhoid contacts or history may 
possess Vi agglutinin in significant 
titer. In a study now in progress this 
number comprises about 5 per cent of 
normal persons examined, as compared 
with more than 80 per cent of positive 
reactions among reported carriers. 
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would appear that, in addition to the 
selection of a far too large number of 
normal persons for further investigation 
by stool culture, the H and O test may 
also err on the other side by failing to 
point out certain carriers as “ suspects.” 
whether this failure actually occurred in 
the reported group cannot now be ascer- 
tained. In any case the H and O test 
failed to serve as a satisfactory screen 
for the selection of possible carriers in 
these investigations, because although no 
carrier was discovered among 354 per- 
sons incriminated on epidemiological 
grounds, 19 per cent showed antibody 
titers considered significant of possible 
infection. On the other hand, when the 


TABLE 1 


The Serological Screen Tests Compared with Respect to Number of Positive Tests and 
Number of Carriers Detected 


Blood Examination — 


— 


Stool Culture 


Number Number 
Method Examined Positive 


H&O 354 70 
Vi 100 8 


The results obtained when the two 
serological screen tests were used in 
typhoid carrier investigations are sum- 
marized in Table. 1. The difference in 
the proportion of positive agglutination 
reactions in the two tests is at least in 
part a reflection of the widespread 
administration of typhoid vaccine in 
Washington County. This practice has 
elevated the H and O antibody content 
of many of the inoculated persons and 
greatly lessened the diagnostic signifi- 
cance of agglutination with these anti- 
bodies. There is no evidence that the 
Vi agglutination reaction is similarly 
influenced by inoculation with typhoid 
vaccine. It should also be reported that 
in two instances in which the Vi agglu- 
tination test was positive and Eber- 
thella typhosa was isolated from the 
stool, the O agglutination test was nega- 
tive in a dilution as low as 1:40. It 


Per cent Carriers 
Per cent E.typhosa among Positive 
Positive Isolated Blood Tests 
19 0 0 
8 4 50 


Vi test was applied as a selective screen, 
only 8 per cent of the persons examined 
were brought under suspicion by the 
serological test, and 50 per cent of these 
were proved actually to be typhoid 


carriers by isolation of Eberthella 
typhosa from stool and urine cultures. 

The investigations in Washington 
County in which the Vi test was used 
to detect carriers were undertaken in 
areas where typhoid had been endemic 
for many years, and where repeated 
previous attempts to locate carriers had 
failed. Except in rare instances it is 
not possible to say whether these in- 
vestigations involved the same persons 
at different times. It is probable that 
in some areas this happened more 
frequently than in others. In each 
instance the reason for making the 
investigation was the report from a 
physician of one or more cases of 
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typhoid fever in that particular area, 
and not infrequently cases occurred from 
year to year in the same family or 
among neighbors. 

Carriers were discovered in four of 
the seven areas studied. Brief descrip- 
tions of the four successful investiga- 
tions are herewith presented. 


V1 REACTIONS IN EPIDEMIOLOGICAL 
INVESTIGATIONS 


Tonoloway Area 

Tonoloway is an isolated mountainous 
section about 35 miles west of Hagers- 
town. Twenty-eight families totalling 
about 125 persons inhabit this cluster 
of small farms. Prior to 1931, typhoid 
had not been reported there. From 
1931 to 1937 there were 25 reported 
cases. This distribution by years is 
shown in Table 2. 


2 
Tonoloway Area—Reported Cases of 
Typhoid Fever 
Total Cases 
3 


Cases were confined to 12 house- 
holds. Arranged in chronological order, 
it was observed that the age of the first 
case developing each year ascended 
from 8 years in 1931 to 15 years in 
1937. On the basis of this evidence it 
was hazarded that a person of about 15 
years of age might be the source of 
infection. 

In earlier outbreaks the routine detec- 
tion measures previously outlined were 
unsuccessfully attempted. When the 
first case appeared in June, 1937, blood 
from 15 persons in the community was 
examined for Vi antibodies by one of 
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us (C. P. E.). Quite independently. 
specimens of stools were examined 3 
the Hagerstown Branch of the Mary. 
land State Department of Health 
Laboratory. Positive findings were 
reported on both blood and stool speci- 
mens in a 15 year old girl. This person 
was found to have been the first re. 
ported case in 1931. She appears to 
have been the source of at least 24 
other cases. In two previous investiga- 
tions, stools from her had been examined 
and found to be negative. 

The carrier was admitted to the 
hospital, and Eberthella typhosa was 
recovered from gall bladder drainage. 
At operation, the gall bladder was 
found to contain many small stones, 
and a pure culture of typhoid organ- 
isms was isolated. Stools were con- 
sistently negative for 6 weeks after the 
operation. During that time the Vi 
antibody titer fell slowly, but it has not 
been possible to obtain specimens in 
recent years to follow subsequent 
progress. No new cases have been 
reported in that area since 1937. 


Pinesburg Area 

Pinesburg is an isolated community 
about 9 miles south of Hagerstown. In 
the area are about 50 families totalling 
265 persons. Typhoid has been reported 
in this village nearly every year since 
1924 to a total of 46 cases. The distri- 
bution by years is indicated in Table 3. 


TABLE 3 


Pinesburg Area—Reported Cases of 
Typhoid Fever 


Total Cases Total Cases 


Since 1930 at least three searches for 
carriers have been made in Pinesburg, 
and more than half the population has 
received one or more series of typhoid 
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vaccine inoculations. When no infec- 
tions were reported in 1934, 1935, and 
1936, it was assumed that the carrier 
had either died or moved from the area. 

In 1937, however, another case 
occurred, and another unsuccessful in- 
vestigation was made. When a case 
was reported in 1938, blood was 
obtained from other members of the 
household concerned, and from several 
neighbors who gave a history of typhoid. 
These specimens were examined for Vi 
antibody with negative results. Blood 
samples were then obtained from 29 
WPA workers with whom the patient 
had been associated for 6 weeks before 
the onset of illness. A positive Vi reac- 
tion was found in a white male, age 25 
years, a neighbor of the patient, who 
had previously been interviewed as a 
neighbor but from whom a specimen of 
blood had not then been requested be- 
cause he said that he had not had ty- 
phoid fever. Stool samples were promptly 
obtained from him and Eberthella 
typhosa was isolated without difficulty. 
Stool specimens from the 28 others 
working on the same project were 
negative. In this investigation 36 sam- 
ples of blood were examined, of which 
34 were negative for Vi reaction, and 2 
were positive, the index case and the 
carrier. 

The carrier was admitted to a hos- 
pital and Eberthella typhosa was found 
in material obtained by gall bladder 
drainage. A history of possible gall 
bladder disease was elicited from the 
patient. At operation the gall bladder 
was hypertrophied, bound down by ad- 
hesions, and contained many stones. 
Eberthella typhosa was recovered from 
the contents. _Two months after the 
operation the patient’s blood still gave 
a positive Vi reaction in high titer. 
Nine months later the blood showed a 
borderline weak reaction. Repeated 
stools were negative. No new cases 
have been reported in that area since 
the operation on the carrier in 1938. 
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This carrier had lived in three differ- 
ent houses in Pinesburg from 1923 to 
1934, and at each move typhoid cases 
occurred in the new household or in the 
neighborhood. In 1934 he enlisted in 
the United States Army for a period of 
3 years because, he said, typhoid fever 
seemed to follow him wherever he went, 
and when he read that the disease was 
almost unknown in the Army he decided 
to enlist to try to get away from it. 

In this investigation and in the one 
previously outlined, the carriers were 
identified so rapidly that they were 
admitted to the hospital about 10 days 
after the cases for which they were 
believed to be responsible. 


Maugansville Area 

Maugansville, a village 6 miles north 
of Hagerstown, consists of about 120 
families with an estimated population 
of 550. It is a relatively wealthy 
community of high sanitary status. 
Thirty-six cases of typhoid fever have 
been reported there from 1930 to 1938 
distributed by years as shown in 
Table 4. 


4 


Maugansville Area—Reported Cases of 
Typhoid Fever 


Total Cases 


The outbreak in 1931 was extensively 
investigated. It seemed to have the 
characteristics of a water-borne infec- 
tion. All the early cases lived near the 
community well and all drank fre- 
quently from it. There was no common 
milk supply, or public gathering which 
all had attended. Many of the citizens 
vigorously declined to submit specimens 


y, 
at 
h 
re 
i- 
4 
i- 
e 
e 
i 
t 
n 
Year 
0 
0 


604 AMERICAN JOURNAL OF PuBLIC HEALTH June, 1941 


of stool, preventing satisfactory com- 
pletion of the investigation. Following 
the report of cases in 1933 and 1936, 
investigations were seriously curtailed 
for the same reason. 

In 1938, 15 blood samples were 
secured from the household and com- 
munity contacts of the patient. Two 
of these were positive for Vi antibody 
and 13 were negative. Eberthella 
typhosa was recovered from the stool 
of one of the persons showing a positive 
test, a white female, 68 years of age. 
The distribution of the cases is such 
that this person could have been respon- 
sible for all cases in the series, including 
the supposed water-borne epidemic. 
The other positive Vi reaction has not, 
as yet, been explained. All persons 
showing negative Vi tests also had 
negative stools. 


Sideling Hill Area 

Sideling Hill, an isolated mountain 
hamlet, comprises a group of about 20 
houses inhabited by approximately 100 
people. Typhoid fever has appeared 
there at intervals for the past 10 years. 
Following the report of a case in 1939, 
10 blood specimens were examined for 
Vi agglutinin, of which 8 were nega- 
tive and 2 were positive. Eberthella 
typhosa was found in the stool of one 
of the persons showing a positive test, a 
white female, age 58 years, who had 
lived in the same locality all her life. 
A high proportion of the total reported 
cases were among relatives or neighbors. 
The cause for the positive Vi test in 
the other person has not yet been 
explained. The one stool specimen 


examined from her was negative for 
Eberthella typhosa. Stool cultures were 
also negative on the 8 persons failing 
to show Vi agglutinins. 


SUMMARY 
In a “typical county” in which 
typhoid fever had been occurring for 
many years, Vi agglutination served as 
a useful screen test by which to narrow 
down the field for stool examinations 
and ultimate carrier detection. Seven 
endemic areas were investigated, and Vj 
agglutinations performed on the blood 
of 100 suspected carriers and contacts. 
Eight persons showed positive Vi agglu- 
tination and 4 of these, or 50 per cent, 
were proved to be carriers by isolation 
of the typhoid bacillus in stool cultures. 
The reason for the positive Vi reactions 
in the blood of the other 4 persons has 
not been explained. Stool cultures were 
negative from all persons with negative 
Vi test in this group. The examination 
of stool specimens without previous 
laboratory selection or the application 
of the H and O reaction as a screen test 
have proved more laborious and consid- 
erably less effective methods when used 
under the same conditions for the detec- 
tion of carriers in these areas. Brief 
descriptions are given of the four epi- 
demiological investigations in which 
carriers were discovered. 
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The Ohio River Pollution Survey, in 
Relation to Pollution Problems in 
the Lower Ohio River Basin 


E. §. TISDALE 
Sanitary Engineer (R), U. S. Public Health Service, Cincinnati, Ohio 


UBLIC health and stream sanita- 

tion are profoundly influenced by 
the strenuous times in which we are 
living today. The entire world is 
shrinking in reference to time and place 
locations. At the dedication of the 
National Institute of Health at 
Bethesda, Md., on October 31, 1940, 
President Roosevelt graphically told 
how the jungle yellow fever of Africa 
was only two days away from the 
United States by reason of modern 
transportation by airplane. Likewise 
our concepts of large drainage basins 
like that of the Ohio River are changing. 
. is as though we were taken to a 
high altitude in an airplane and, look- 
ing down, could see the entire basin in 
one panoramic view. 

It is this total concept of river basins 
in respect to major water uses and 
stream sanitation which is one of the 
unique aspects of the Ohio River Pol- 
lution Survey. For the past 2 years 
this Ohio Basin has been looked at in 
a way comparable to that of the aviator, 
except that the glasses through which 
the Ohio and its tributaries were being 
seen were those attuned to and focused 
in such a way as to report defects in 


* Read before the Southern Branch American Pub- 
lic Health Association at the Ninth Annual Meeting 
in Louisville, Ky., November 12, 1940. 


stream sanitation throughout the drain- 
age basin. 


PURPOSE OF JOINT SURVEY 
Congress ordered that the Corps of 
Engineers, U. S. Army, should under- 
take this comprehensive pollution 
study. By agreement, the U. S. Public 
Health Service and the U. S. Army 
Engineers have undertaken it as a 
joint program, utilizing the personnel, 
equipment, and resources of each 
agency to the best advantage. It has 
resulted in many federal and state de- 
partments concerned with water con- 
servation and public health pooling 
their resources to develop a practical 
attack on stream pollution control in 
the Ohio Basin, covering over 200,000 
square miles, and affecting 17% million 
people who live and work in this highly 
industrialized area. 

The headquarters stations of the 
Ohio River Pollution Survey are at 
Cincinnati, Ohio, in the Ohio River 
Army Engineer Division Office, and at 
the U. S. Public Health Service Sia- 
tions. All stream flow data come to 
Cincinnati from the other Army En- 
gineer District offices at Pittsburgh, 
Huntington, Cincinnati, Louisville, and 
Nashville. The laboratory headquarters 
point is the Stream Pollution Investi- 
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gations Station, while the center for the 
collection of “sources of pollution ” 
data is the Office of Stream Sanitation, 
U. S. Public Health Service. 


FIELD STATIONS DEVELOP SOURCES 
OF POLLUTION 

The traditional and successful rela- 
tionship developed by the Service with 
the states for working together in the 
public health field was utilized in de- 
veloping the basic information on 
stream sanitation. In 1940, this pro- 
gram of work functioned through 11 
field stations at state health department 
offices in: Buffalo, N. Y.; Greensburg, 
Pa.; Meadville, Pa.; Pittsburgh, Pa.; 
Charleston, W. Va.; Columbus, Ohio; 
Louisville, Ky.; Indianapolis, Ind.; 
Springfield, Ill.; and Nashville, Tenn.; 
and with the T.V.A. at Wilson Dam, 
Ala. During 1939 and 1940, the field 
engineers completed detailed reports on 
4,757 public water supplies, sewage 
disposal works, and industrial waste 
disposal systems. 

These data are important in making a 
loading chart for each stream in the 
Ohio Basin, in calculating the effect of 
pollution upon public water supplies, 
oxygen relationships, and the important 
water uses of the stream, and in out- 
lining the installation and operating 
cost of practical remedial works. 


MEASURING WATER QUALITY IN STREAMS 

The floating laboratory boat “ Kiski,” 
and 4 motor boats are covering the main 
Ohio River. The “ Kiski” is now 
based at East Liverpool, Ohio, having 
worked at Marietta, Ohio, from April 
to September, 1940. During 1939, 
while the middle-third of the basin was 
being studied, the “ Kiski” was based 
at Ashland, Ky. 

Six auto-trailer units working on a 
time table schedule are covering the 
tributary streams in Kentucky, Penn- 
sylvania, Indiana, and Illinois. Selected 
biochemical, bacteriological and chem- 
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ical tests are run on the water samples 
taken at carefully determined points 
above and below pollution foci. Ap- 
proximately 100,000 analytical de- 
terminations have been completed up 
to October 1, 1940. 


STREAM FLOWS AND WATER STORAGE 

The stream flow measurements on the 
Ohio River and its tributary streams 
are being handled by the U. S. Army 
Engineers. Decades of studies and 
work relating to navigation and flood 
control have made available in their 
district and Division Offices a tremen- 
dous fund of information. The amount 
of water available at a given point 
where a sample is collected bears 
definitely on the question of necessary 
remedial measures. A comprehensive 
system of flood control reservoirs is now 
under construction by the Army En- 
gineers on the tributaries of the Ohio, 
and it is possible that the regulation of 
water flow from some of these storage 
basins may play an important part in 
the stream pollution control program. 


POLLUTION INCREASE AFFECTS PUBLIC 
WATER SUPPLIES 

Public health officials in the southern 
states which border the lower Ohio 
River may be interested in the trends 
which our long range regional view- 
point is developing. 

First of all, what is the population 
growth trend? In 1890, the population 
in the Ohio Basin was 11 millions, by 
1915 it had risen to 15 millions, and 
now in 1940, when we have reached 
practically the upper limit in the per- 
fection of water purification equip- 
ment, the population has attained 
approximately 19 millions. 

Industrial activity is rapidly in- 
creasing, particularly in several of the 
tributary drainage basins in the 
southern states. Along the main Ohio 
River, water supply troubles, with their 
attendant effect upon the public health, 
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have multiplied during the past decade, 
due to the heavy burden of untreated 
sewage and industrial wastes discharged 
into the stream, 

Periodically, heavy waves of pollu- 
tion have surged down the Ohio, similar 
to those recorded in the Niagara River, 
when ice gorges broke, releasing heavy 
slugs of polluted water, which caused 
intestinal outbreaks in cities below 
using the Niagara River as a source of 
drinking water. 

In the Ohio Basin, following several 
severe droughts in the decade 1930- 
1940, heavy rains brought about rises 
in the Ohio which quickly carried the 
accumulated pollution load to public 
water supply intakes causing serious 
taste and odor troubles. Also there 
were well defined gastroenteritis out- 
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breaks in cities along the Ohio River 
in this period which were attributed to 
public drinking water supplies derived 
from water filtration plants unable to 
cope with the excessive pollution. 

In this connection, it is significant to 
recall the Ohio River studies of 1928 
by Dr. M. V. Veldee of the U. S. Pub- 
lic Health Service. He showed the 
tremendous decrease in typhoid fever 
death rates in cities along the stream, 
when safe public water supplies were 
substituted for unsafe ones in the 
period 1910 to 1928. 

Let us bear in mind that the danger 
is constantly present in the raw river 
water and it is only the protecting wall 
of the efficiently operated water filtra- 
tion plant which holds back the menace 
of water-borne intestinal diseases. 


IN POLLUTION-OHIO RIVER 
WATER INTAKE 


INCREASE 
CINCINNATI 


4935 | 1936 | 1937 


1932 | 1933 1934 


| j 
| 
| 
| 
| 
| | 
| i 
— 
| = 
| 
1940 


608 


The story of what is going on in the 
main river in the central and southern 
portions of the Ohio is told by the 
attached chart which depicts the in- 
creasing pollution load at the water 
works intake at Cincinnati, Ohio. 
Taking Senior Sanitary Engineer H. W. 
Streeter’s figure of 5,000 B. coli per 
100 cc. as the safe loading for modern 
water purification systems, it is evident 
that the solid blocked-in area above 
this 5,000 horizontal line on the chart 
represents the increasing load of pollu- 
tion above the safety limit during the 
past decade. The factor of safety is 
proportionately reduced. 

During 1939, a drought year, an- 
other warning was sounded at Louis- 
ville and also at Paducah, Ky., both of 
which cities use the Ohio as sources of 
public water supply. Due to the 
extraordinary development of algae in 
the river water at both these points, 
nauseating tastes and odors developed 
in the public water supplies. As high as 
800 Ibs. of activated carbon daily were 
fed into the water as it passed through 
the purification system at Paducah in 
an effort to eradicate the nauseating 
taste. At Louisville the State Health 
Commissioner Dr. A. T. McCormack, 
an indefatigable worker for regional and 
national stream pollution control ma- 
chinery, reported that many people 
implored help from the State Health 
Department over the telephone stating 
that they were being made ill by the 
drinking water. 


INDUSTRIAL WASTE STUDIES IN 
TENNESSEE, CUMBERLAND AND 
KANAWHA BASINS 

The Tennessee Valley Authority has 
been carrying on, for 3 years, a compre- 
hensive stream sanitation program with 
the State Health Departments in the 7 
states in the Tennessee Basin. Indus- 
trial growth in the Tennessee Valley 
area has been rapid. New types of 
industrial wastes have created new 
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problems of waste treatment. Field 
engineers of the Public Health Service 
and the Tennessee Valley Authority 
have combined forces to carry on de- 
tailed field and laboratory studies to 
determine the population equivalents 
of these wastes, and measure their 
effects upon the tributary streams of 
the Tennessee River. 

The rapid growth of the chemical 
industry in the Kanawha River Basin, 
near Charleston, W. Va., has resulted 
in taste producing industrial wastes 
entering the streams. Codperative 
studies in the field during the winter 
of 1939-1940, between the State Health 
Department, the industries, and _ the 
trailer laboratory staff of the Ohio 
River Pollution Survey, have produced 
definite results in determining _ the 
location and cause of detrimental 
wastes, and securing remedial action. 

The Cumberland Basin, particularly 
in the Nashville area, has undergone 
joint intensive investigation by the 
state and federal engineers with a view 
to determining exactly the pollution 
load on the stream and prescribing a 
definite remedial program. 

As will be indicated later, the 
tremendous strides forward in sewage 
treatment in the Ohio Basin have not 
been matched in the disposal of indus- 
trial wastes. Therefore, one of the 
major tasks of the Cincinnati staff has 
been to assemble and summarize avail- 
able information on the strength, mag- 
nitude, and treatment of industrial 
wastes. During the past 2 years 10 
preliminary waste guides have been 
formulated dealing with wastes in the 
following industries: 

6. Tomato Cannery 
7. Meat 
8. Milk 


9. Oil 
10. Coke 


3. Paper 
4. Paper Pulp 
5. Corn Cannery 


PROGRESS IN SEWAGE TREATMENT IN 
LOWER OHIO BASIN 
Drainage from the Wabash, Green, 
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Cumberland, and Tennessee basins is 
discharged into the lower Ohio River. 
Progress in the installation of sewage 
treatment plants on certain tributaries 
has been outstanding. The progress in 
cleaning up certain streams by the con- 
struction and operation of modern 
sewage treatment plants has been due 
largely to an awakening public opinion 
in favor of water conservation and to 
stimulation by federal funds available 
for remedial works through PWA and 
WPA. 

In certain states where definite state 
legislation has been passed for the in- 
vestigation of pollution and the enter- 
ing of orders, when necessary, to abate 
detrimental stream pollution, the 
progress in cleaning up tributaries 
appears to be rapid. 

Since it is easier to prevent stream 
pollution than to cure it, after a large 
industry or city has established the 
practice of discharging detrimental 
wastes, it would appear to be wise for 
states which have not already done so 
to begin to set up the necessary ma- 
chinery to cope with stream pollution 
in this rapidly developing section of the 
Ohio Basin south of the Ohio River. 


EVOLUTION OF POLLUTION CONTROL BY 
INTERSTATE SANITATION COMMISSION 
The state health authorities in the 
8 states along the main Ohio have 
recognized for years that definite ad- 
ministrative machinery was necessary 
to control interstate pollution. The 
federal government had no power to do 
the work, neither had any one state. 
Hence, in 1935, after the serious 
water supply dangers of the drought 
years, the State of Ohio, aided by for- 
ward looking Cincinnati citizens, 
alarmed over the water supply situa- 
tion, assumed the leadership toward 
setting up a regional water sanitation 
compact of states along the main river. 
The Ohio River Valley Water Sani- 
tation Compact was negotiated from 


1935 to 1937 by authorized repre- 
sentatives of 8 states. After reaching 
an agreement on the compact, identical 
legislation was submitted to and passed, 
in 1939 and 1940, by 6 of the 8 states— 
Ohio, West Virginia, New York, Ken- 
tucky, Indiana, and Illinois. The first 
and second named states _ inserted 
provisos for the compact to become 
effective only when upstream states had 
passed similar legislation. 

The present Congress passed the 
necessary federal legislation during the 
summer of 1940, approving the compact 
which provided for it to become effec- 
tive, as soon as one more state acted 
favorably. The interstate Water Sani- 
tation Commission would be made up 
of 3 representatives from the federal 
government and 3 appointees from each 
state. Standards for waste disposal 
and provision for the enforcement of 
orders are set up in the Compact, a 
majority vote of all members and also 
of members from each state being 
necessary for the entering of orders for 
remedial measures. 

Kentucky, Indiana, and Tennessee 
would benefit materially if this compact 
could become effective in 1941, and 
even greater benefits would accrue to 
states in the upper part of the Ohio 
Basin. 


SUMMARY 

1. Public health considerations, the water 
conservation movement considering drainage 
basins as a whole, population growth, and 
industrial expansion, have made it desirable 
to ascertain the sources and effects of stream 
pollution in the industrialized Ohio Basin and 
develop a practical regional plan for pollution 
control. 

2. For 2 years, a joint program, utilizing 
the resources of the Army Engineer staff in 
the Ohio Basin and the U. S. Public Health 
Service laboratories and field stations in the 
basin, has been actively in progress and the 
report containing findings and recommenda- 
tions will be completed during 1941. 

3. Public health, public and industrial water 
supplies, navigation, aquatic life, and recrea- 
tion are affected by increasing sewage and 
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industrial pollution in the Ohio Basin. 

4. During the period of the Ohio River 
Pollution Survey, 1938-1940, 6 states have 
acted in concert toward the development of 
a compact which provides regional adminis- 
trative machinery to control interstate pollu- 
tion in the Ohio Basin. 

5. Marked progress has been made in re- 
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ducing sewage pollution in streams in the 
lower Ohio Basin through the construction 
and operation of modern sewage treatment 
plants. The final report of the Ohio River 
Pollution Survey will point out the neces- 
sary remedial measures and their costs on 
each of the 22 large watersheds which make 
up the Ohio Basin. 
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The Epidemiology of Rheumatic Fever’ 


JOHN R. PAUL, M.D. 
Section of Preventive Medicine, Yale University School of Medicine, 
New Haven, Conn. 


FoR some years reasons have been 
obvious for promoting the public 
health aspects of rheumatic fever, a dis- 
ease which may be classed as our third 
most common chronic infection (after 
tuberculosis and syphilis). But in spite 
of the obvious need, there have also 
been reasons why relatively little public 
health work has been done on rheu- 
matic fever in this country, and not the 
least among them is the fact that it has 
not been at all clear what should be 
done. Rheumatic fever is not a disease 
which is going to be brought under con- 
trol easily. First of all its etiology is 
obscure, for in spite of the plain fact 
that this disease has something to do 
with hemolytic streptococcus infections, 
the real nature of rheumatic fever is 
still poorly understood. Second, there 
are few, if any, tests which are yet 
available for diagnosis like the tubercu- 
lin test or the Wassermann test. In 
their absence, the practitioner must 
resort largely to his wits and to his 
stethoscope. There is nothing specific, 
nothing as yet beyond the experimental 
stage, which can be recommended as a 
means of prevention. All of these 
things tend to make the public health 
officer regard rheumatic fever with some 
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dismay. The situation is not unlike 
that which existed with tuberculosis in 
its pre-bacteriologic, pre-tuberculin and 
pre-x-ray days. 

But if one cannot control a disease he 
can at least begin with observations on 
its prevalence, and it is with this point 
of view in mind that this review of the 
epidemiology of rheumatic fever has 
been prepared. In other words, it is 
concerned with an analysis of the cir- 
cumstances under which rheumatic 
fever seems to flourish; where it is most 
commonly found; and where it is least 
commonly found. 


GENERAL PREVALENCE 
Rheumatic fever is not a reportable 
disease except in a few countries and 
small communities. It is not easy 
therefore to compare its actual inci- 
dence with that of tuberculosis or pneu- 
monia. But from other methods one 
finds that (in certain parts of the world, 
at least) rheumatic fever ranks among 
our most important chronic infectious 
diseases. This information can be 
readily obtained from: (a) analyses of 
hospital admission rates; (b) mortality 
rates for rheumatic heart disease; and 
(c) estimates of the clinical prevalence 
of rheumatic heart disease among school 
children. The hospital rates were first 
iled on a national (or continental) 
scale by the Seegals,' who collected data 
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from widely separated areas in the 
United States and Canada and found 
them to range from 0.1 to 5.5 per cent. 
A more recent nation-wide survey of 
this type has been conducted by 
Hedley * of the U.S. Public Health 
Service; and we have also just com- 
pleted two local surveys, in the city of 
New Haven,* and the State of Connec- 
ticut.* These studies indicate that 
patients with rheumatic fever, chorea, 
and rheumatic heart disease represent 
about 2.5 per cent of the total number 
of patients admitted to the medical 
services of general hospitals in this 
country; and, according to Hedley,” to 
the children’s hospitals at a rate of 5.6 
per cent. The admission rates do not 
indicate prevalance per se, but they 
measure the extent to which local phy- 
sicians use the hospital for rheumatic 
fever. In New Haven (and probably 
this is true of many other cities in the 
same general latitude) we found that 
this index places rheumatic fever in a 


RHEUMATIC POLIOMYELITIS SCARLET MEASLES 
FEVER 


Ficure 1—Data from New Haven Hospital showing the ratio whereby rheumatic fever 
patients were admitted to the medical service in contrast to those of patients suffering 
from other chronic and acute infectious diseases. 
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PERTUSSIS DIPHTHERIA 


position of importance ahead of all 
other chronic infectious diseases with 
the exception of tuberculosis and 
syphilis (see Figure 1 covering period 
of 1929 to 1939). 

From mortality statistics indirect 
data on prevalence may be derived, for 
the disease is essentially one which pro- 
duces a high degree of chronic morbid- 
ity, and delayed rather than acute 
mortality (in fact, death is said to 
occur in less than 1 per cent of the 
so-called acute cases). But the prev- 
alence of rheumatic heart disease is 
nonetheless an expression of the prev- 
alence of rheumatic fever, and careful 
analyses of deaths from this cause are 
illuminating. Hedley ®* found that, for 
the city of Philadelphia in 1936, the 
total mortality from rheumatic heart 
disease was about 25-30 per 100,000, 
and among the infectious diseases this 
was again exceeded as a cause of death 
only by tuberculosis, lobar pneumonia, 
and syphilis. Subsequently 
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pointed out that, as nearly all the 
deaths from heart disease among per- 
sons 5-24 years of age are due to 
rheumatic heart disease, the use of the 
total cardiac mortality rates during this 
age period is of value in measuring 
trends in the mortality from rheumatic 
heart disease. 

But the best available measures of 
the prevalence of rheumatic heart dis- 
ease have come from careful surveys of 
school children to determine the rate at 
which rheumatic heart disease is present 
among them. Results of large surveys 
in cities such as Boston,® New York,’ 
and Philadelphia,* show that between 
0.6 and 1.6 per cent of these children 
have cardiac lesions, of which 80 to 90 
per cent are probably rheumatic in 
origin. 

In smaller surveys,® ?° * in which the 
cardiac work has been done with par- 
ticular attention, these school children 


SCARLET FEVER 


rates among the age group of 12-14 
have been found to run as high as 4 per 
cent. This is another indication of the 
great prevalence of this disease in some 
areas. 


BACTERIAL INCITANT 

No attempt will be made to review 
the enormous literature which deals 
with the search for a specific bacterial 
incitant in rheumatic fever. More 
attention has been paid to streptococci 
than to other types of bacteria, and 
most workers investigating the cause of 
rheumatic fever seem to have been 
forced at some time to a consideration 
of the part which these organisms may 
play. The association between Strep-: 
tococcus hemolyticus infections of the 
upper respiratory passages and rheu- 
matic fever is very strong, for a high 
percentage of acute attacks of the latter 
disease seem to be initiated by such in- 
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Ficure 2—For an appreciation of the manner in which an attack of rheumatic fever 
is often precipitated or preceded by an upper respiratory infection we can compare 
this situation with the clinical events which may follow scarlet fever—viz., the non- 
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fections (Figure 2). Nevertheless, 
whether rheumatic fever represents a 
peculiar immunological response to in- 
fections with the streptococcus, or 
whether streptococcus infections merely 
activate another condition (which may 
be latent in the host), or whether 
patients with rheumatic fever are par- 
ticularly susceptible to infections by the 
streptococcus, are unanswered ques- 
tions. It would indeed seem that there 
must be certain important factors stand- 
ing between the host and parasite, so to 
speak. These factors are unknown at 
present, and resist definition, although 
Coburn," in a recent excellent review 
on this subject, has spoken of them as, 
“the faulty disposal of Streptococcus 
hemolyticus within the rheumatic or 
potentially rheumatic patient.” What- 
ever the ultimate nature of these factors 
may prove to be, it would seem that the 
nature of susceptibility is one of the 
greatest riddles in the pathogenesis of 
this disease. 


PREDISPOSING CAUSES—GEOGRAPHIC 
AND CLIMATOLOGIC 

Mention has been made of the fact 
that, although rheumatic fever is 
widespread throughout the world, its 
prevalence is influenced by climatic 
/“ conditions. The extent to which this is 
“ true, however, has been discussed much 
-more often than it has been measured. 
Widespread differences in clinical con- 
cepts about this disease which exist in 
different places, difficulties in clinical 
diagnosis and the absence of specific 
diagnostic tests have made it hard to 


determine its prevalence with accuracy 
in any given locality, much less to com. 
pare its prevalence in several localities, 
Despite the lack of accurate data, how. 
ever, there is general agreement that the 
disease is common and severe jp 
temperate zones, that it is less common 
in warmer and subtropical climates, and 
that it is rare in the tropics.'* This 
conclusion has been reached via all of 
the three methods which have beep 
mentioned as of use in determining the 
local prevalence and severity of rheu. 
matic fever. Hospital admission statis- 
tics from North America record a 
higher incidence of the disease in the 
north-middle Atlantic states and 
Canada (45°-50° latitudes), as op 
posed to the southern states." 
Parallel to this decrease in rheumatic 
fever in the South, the death rates from 
heart disease are found to be appre- 
ciably lower among white persons 5-24 
years of age in most southern as com- 
pared with northern cities.°® Further- 
more, in a _ recent study of the 
prevalence of rheumatic carditis among 
Indian school children in the West, it 
was found to be almost 10 times as 
prevalent in the Northwest as in the 
Southwest.’ These data appear in 
Table 1. There have been many at- 
tempts to explain this situation, but 
apart from the fact that the disease 
seems to flourish in cold weather, and 
damp weather, and where people are 
crowded within doors, there are no 
explanations for this phenomenon. 

It is possible that the increased 
prevalence of upper respiratory infec- 


TABLE 1 
Rheumatic Heart Disease Rates in Three Different Locations 
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Per cent with 


Climatic Conditions i Rheumatic 


Heart 


North Temperature * 


44°-46° 42.5° 
26°-37° 47.5° 
32°-33° 67.5° 


Precipitation i Disease 
10-14 4.5 
7-10 1.9 
3-10 0.5 


* Approximate average normal temrerature for the year in degrees F. 


t Normal annual precipitation in inches 
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Ficure 3—The monthly incidence of cases of active rheumatic fever compared to 


scarlet fever, acute tonsillitis, and erysipelas. 


Data taken from the New Haven 


Hospital, covering the years 1929 through 1938. 


tions (particularly those due to the 
Streptococcus hemolyticus) during the 
winter months is entirely responsible 
for the increased prevalence of rheu- 
matic fever during the winter. Among 
the first to call attention to this correla- 
tion from a statistical standpoint were 
Atwater * ard Rosenau,”® who pointed 
out that a good year for streptococcus 
disease was a good year for rheumatic 
fever. Certainly the seasonal and 
(epidemiological) association between 
these two infections is clear enough, 
and has been used as evidence of a 
common etiology. The coincidental 
occurrence of epidemics of the two 
diseases for instance has been recog- 
nized in England by Schlesinger,’* 
Sheldon,** Collis,4* and by Glover and 
Griffith,"® and in this country in par- 
ticular by Coburn and Pauli,”® and also 
by Zuger,?? and in Denmark by Mad- 
sen. The last investigator pointed 


out that the seasonal peak for rheumatic 
fever lags some weeks behind that of 
scarlet fever, and tonsillitis. This we 
have also had occasion to observe in 
New Haven (see Figure 3), and it 
seems reasonable enough when one 
considers the clinical behavior of this 
disease and how it appears after an 
interval of 1 to 3 weeks following an 
attack of acute tonsillitis. In brief 
then, the explanation for the increased 
prevalence of rheumatic fever during 
the winter and early spring months 
may not be clear, but the situation at 
least resembles that which prevails in 
respiratory infectious diseases, which 
also find their highest incidence during 
the colder months, and under situations 
which promote crowding within doors. 


SOCIAL AND LIVING CONDITIONS 
From the information which has just 
been reviewed we find some justification 
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for designating rheumatic fever as a 
“crowd disease.” It is definitely more 
prevalent among urban than rural 
populations. This has long been the 
contention in England,”* and there is 
evidence that it is true in this country, 
for Hedley’s mortality statistics indicate 
that the rates in cities with 100,000 
population and over are significantly 
higher than those from the geographical 
sections in which the cities were lo- 
cated.°” It has also been more or less 
borne out by the results of a recent 
survey * on the state-wide prevalence 
of heart disease among school children 
in Connecticut, where rheumatic heart 
disease was found to be more common 
in the factory cities than in the semi- 
industrial and rural towns. 

It has been said in England also that 
the disease has a particularly high inci- 
dence among river front dwellings in 
industrial towns,** and there may be 
some confirmation of this finding in 
this country, although here again at- 
tempts to analyze this situation have 
met with stubborn resistance. At least, 
however, the areas in which the disease 
has reached a very high prevalence 
within the City of New Haven have not 
only been damp, but actually wet.” 
Whatever the relationships between 
damp housing conditions and the inci- 
dence of rheumatic fever may be, how- 
ever, it must be an indirect one. It is 
probably related to the general fact 
that certain poor urban living condi- 
tions, particularly crowding, promote 
certain types of ill health, and that such 
conditions may often be dependent on 
poverty.*° Rheumatic heart disease 
does find a higher prevalence among 
poorer people than among the better- 
to-do,** ° but poverty alone is not an 
adequate cause of rheumatic fever. 
Intimately related to poverty are the 
problems of malnutrition, crowding, 
uncleanliness, poor ventilation, and the 
presence of vermin; and somewhere 
among these remediable conditions 


AMERICAN JOURNAL OF PuBLIC HEALTH 


June, 1941 


someone will eventually find the reason 
why rheumatic fever flourishes in the 
slums. Possibly the situation is ana- 
logous to that seen in _ tuberculosis, 
where crowding renders conditions fay- 
orable for the spread and maintenance 
of these infections.*® Certainly there 
are analogies between the distribution 
of rheumatic fever within the City of 
New Haven and the distribution of 
tuberculosis. 


RACIAL SUSCEPTIBILITY 

Much has been written about the 
types of individuals who are particu- 
larly prone to acquire rheumatic fever, 
but there is no agreement as to what 
these types are. In like manner there 
appears to be little evidence that any 
particular race is especially susceptible 
to rheumatic fever, with one notable 
exception—the Negro race. This is 
based on Hedley’s observation ®” that 
the death rates from heart disease 
among young colored persons are 
higher than among the young whites, 
both in the North and the South. The 
susceptibility seems to be one of vul- 
nerability to the ravages of rheumatic 
fever, rather than to an_ increased 
tendency to acquire it. 


HEREDITARY AND FAMILIAL CONDITIONS 

Familial tendencies or diatheses may 
play an important part in the patho- 
genesis of rheumatic fever. In other 
words, rheumatic fever is definitely a 
family disease. This is based upon 
the frequency with which more than 
one member of a family may be at- 
tacked, and the fact that, in families in 
which the parents have suffered from 
rheumatic fever, the prevalence of the 
disease may be more than twice as high 
as in non-rheumatic families. In fact, 
in so-called rheumatic families 8 to 10 
per cent of exposed persons are infected, 
as against 3 per cent of control families. 
Forty years ago Cheadle ** said, “ The 
tendency to rheumatism is transmitted 
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as strongly as the tendency to gout ”; 
and this practically sums up the ques- 
tion today. But, much new work * 
has been done on this subject. Wilson 
and Schweitzer *° in New York City 
have presented the view that hereditary 
susceptibility to rheumatic fever seems 
to determine the familial incidence of 
this disease. Their studies indicate that 
there is a hereditary factor transmitted 
as a single autosomal recessive gene, 
distributed among the population which 
makes the bearer susceptible to this 
disease. Gauld and Read in Balti- 
more have also confirmed the finding 
that the children of rheumatic parents 
had higher attack rates than the chil- 
dren of non-rheumatic parents. 

It actually comes down to the ques- 
tion as to whether the high prevalence 
of this disease in some families is 
wholly hereditary, or is wholly domicil- 
iary, or is a combination of both. That 
domiciliary factors must be considered, 
to some extent at least, is shown by the 
effect of living conditions on the prev- 
alence of this disease, which has already 
been discussed. Certainly environ- 
mental factors play a part in timing the 
acute episodes of rheumatic fever within 
a family. As for example we have the 
familial outbreaks of “ rheumatism ” 
following close upon the heels of 
familial epidemics of streptococcus in- 
fection, notably those of scarlet fever.**” 
In review then it seems that we have 
another analogy with tuberculosis and 
that the familial situation is one in 
which both hereditary and environ- 
mental factors must play their share. 

But apart from the academic signifi- 
cance of familial epidemics of rheumatic 
fever, one practical lesson to be learned 
from this approach is that any control 
program in this disease may profitably 
center upon the rheumatic family. In 
accepting this approach we are follow- 
ing a lead already established by 
workers with the other two major 
chronic infectious diseases which beset 
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our civilization in this part of the 
world, namely, tuberculosis and syphilis. 
In these diseases the family approach 
exists as an opening wedge in the field 
of prevention. Private physicians, hos- 
pitals, and dispensaries will probably 
accomplish more at present in the way 
of prevention by taking advantage of 
this fact than by any other means now 
at our disposal. The mechanism for 
dealing with the rheumatic family has 
not been standardized, but if one child, 
or even one parent in a family, is found 
to have the active disease it is fair to 
assume that the conditions which favor 
the presence of this illness (whether 
they are hereditary or environmental) 
are present in that household; and the 
least that one can do is to begin by 
examining the other members of the 


family, and the general household 
situation. 
SUMMARY 
Rheumatic fever is a common and 
serious infectious disease in which 


neither the pathogenesis aor the com- 
plete clinical picture has been estab- 
lished. It is a “ crowd disease” and a 
disease that often follows close upon the 
heels of a Streptococcus hemolyticus in- 
fection; it is more common in temperate 
climates; it finds a high incidence 
among the poorer classes of urban and 
industrial populations; it is particularly 
fatal to the Negro race; it is a “ family 
disease” with a familial incidence 
closely resembling that of tuberculosis; 
and from an epidemiological point of 
view and from a public health point of 
view there are several other features 
which are analogous to tuberculosis. 
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Study of Dust Conditions in the Tri- 
State Mining District of Oklahoma, 
Kansas, and Missouri” 


CHARLES C. DILLS, F.A.P.H.A. 
Industrial Hygiene Engineer, State Board of Health, Jefferson City, Mo. 


HE Picher District of the Tri-State 

zinc and lead mining field is one of 
the most important sources of zinc in 
the world. It is an area of about 18 
square miles with Picher, Okla., as its 
centers. Some additional mining is 
done in proximity to Waco, in both 
Kansas and Missouri, with additional 
mines operating near Joplin, Stark City, 
Wentworth, and Aurora in the latter 
state. The relative proportions of con- 
centrates produced in Oklahoma, Kan- 
sas, and Missouri is 58, 36, and 6 per 
cent, respectively. 

The ore minerals are found inter- 
mingled with highly siliceous minerals 
such as chert and jasperoid. Other 
gangue minerals include dolomite and 
calcite, and in some mines, soapstone 
and cotton rock. As the percentage of 
sphalerite plus galena varies from 4 to 
12, the average being about 6, it is 
necessary that the operators work on a 
small profit margin. In general, the 
working face averages about 88 per 
cent free silica. 

In December, 1937, the Industrial 
Hygiene Section of the Kansas State 
Board of Health published a prelim- 
inary survey report’ of the Kansas 
zinc and lead mines. At that time, 


“Read at a Joint Session ef the Engineering and 
Industrial Hygiene Sections of the American Public 
Health Association at the Sixty-ninth Annual Meet- 
ing in Detroit, Mich., October 8, 1940. 


1,469 men were employed in the mines 
and mills. There were 889, or 61 per 
cent, employed at the working face and 
580, or 39 per cent, away from the 
working face. Employment in_ the 
mines and mills at the present time is 
comparable to the above figures. 
Employment would increase with an 
advance in the price of concentrates, 
since several mines are not operating 
which could operate at a higher price. 
In this preliminary report, attention 
was directed to the possibility of a sur- 
face dust hazard for those people living 
in and adjacent to the mining district. 
A review of the literature indicated no 
report of silicosis in people whose entire 
lives had been spent on the surface of 
the ground away from dusty occupa- 
tional exposures. Physicians in the area 
were interviewed and none reported 
having seen silicosis in individuals other 
than those employed in the industry. 
Since that time complaints have been 
received by the Kansas State Board of 
Health from citizens in the mining dis- 
trict to the effect that dust from the 
slime ponds at the mills and from the 
roads was impairing their health. The 
dust at one school was purported to be 
so bad that a “ dust strike ” was threat- 
ened unless control measures were 
instituted. These complaints, coupled 
with a survey report released by the 
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National Committee for People’s 
Rights * and much newspaper publicity 
together with comments on a national 
radio program, and moving picture 
propaganda relative to the unhealthful 
conditions in the Tri-State District, 
made it necessary that a study be made 
of the surface and underground environ- 
ments in which the miners and others 
worked and lived. It was decided that 
the study should include routine collec- 
tion of dust samples to determine the 
concentration of dust to which the 
people living on the surface of the 
ground were exposed; collection of dust 
samples in the mines and mills to deter- 
mine the hazards under which men 
worked; a sanitary and housing survey 
of the district; and medical examina- 
tions and chest roentgenograms of the 
individuals exposed to surface dust only, 
to determine whether or not cases of 
silicosis were developing in them. 


SCOPE OF STUDY; SURFACE DUST 
The proposed plans for the study of 
surface dust conditions were discussed 
with Sanitary Engineer J. J. Bloomfield, 
U. S. Public Health Service, at the 
time of his visit to Kansas, October 3, 
1939. It was decided that dust samp- 
ling stations should be spread across 
the mining field so that conditions 
throughout the district could be ascer- 
tained. Sampling in this manner would 
also permit determination of the effect 
of the wind in dispersing the dust. As 
the Picher District includes mines in 
both Kansas and Oklahoma, and since 
the latter state was planning a similar 
study, the State Health Officers of the 
respective states deputized personnel 
from each department to work in the 
adjoining state. 

A study of the district showed that 
surface dust originated at two sources; 
the county and township roads, which 
are all surfaced with siliceous tailings; 
and the deposits of sands and slime 
from the flotation process which have 
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dried up. The dust sampling stations 
were located so that a measure of both 
conditions could’ be obtained. The 
sampling stations are indicated jp 
Figure 1, and a description of their 
location follows: 


Station 1—Control Station, % mile wes 
from junction of Highways 166 and 69, op 
Highway 166. Station on south side of roag 
and 1% miles north of closest mine. 

Station 2—Adjacent to N.E.O.R.R. tracks 
on chert covered township road, 1 mile south 
and 0.7 miles west of junction of Highways 
166 and 69. This station is in proximity to 
active mines and mills and is close to consid. 
erable truck traffic. 

Station 3—This station is about 0.55 miles 
west of Station 2, on the north side of the 
road and adjacent to the N.E.O.R.R. tracks. 
Active mining and milling take place near 
this station and it is also close to truck 
traffic. 

Station 4—One mile west and 1.4 miles 
south from the junction of Highways 166 
and 69. This station is in the northern part 
of Wilburton and is subjected primarily to 
dust resulting from car and truck traffic. 

Station 5—Treece School. Adjacent to 
sources of road dust and that caused by the 
erosion of slime ponds on windy days. 

Station 6—In City of Treece cater-corner 
from post office. Subject primarily to dust 
generated by car and truck traffic. Slime 
ponds are in the vicinity of the town. 

Station 7—One-quarter mile north of state 
line and %4 mile west of Highway 69, directly 
north of a tailings pile from a tabling opera- 
tion. Since the road is covered with chert 
and carries heavy traffic and because of the 
proximity of the finely ground sand, this 
station was selected as representative of the 
worst possible conditions to be found in the 
district. 

Station 8—Cardin (Oklahoma) R. R. Sta- 
tion. Subject to both wind eroded and car 
and truck traffic dust. 

Station 9—Control station, 1 mile east of 
junction of Highways 69 and 66. This sta- 
tion is about 1 mile south of the mining field 

Station 10—Three miles east from Highway 
69 on state line road and 0.1 mile south, 
adjacent to N.E.O.R.R. tracks. Indicative 
primarily of dust due to car and truck traffic 

Station 11—Monarch school. Subject to 
both wind blown dust and that generated by 
car and truck traffic. 


An anemometer and a weather vane 
were placed at Station 1. As these 
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instruments were not connected to self- 
recording devices, wind velocity and its 
direction were determined each time a 
dust sample was collected. The results 
obtained compare favorably with data 
from surrounding meteorological sta- 
tions. As the prevailing winds have a 
south or south-westerly direction for 
about 10 months of the year, all dust 
sampling stations were situated on the 
north side of east-west roads, or the 
west side of north-south roads. All 
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stations with the exception of 1, 9, and 
7 were selected so that the general 
average would be representative of 
conditions in the district. Stations 1 
and 9 were control points and 7 was 
typical of the worst possible conditions, 
as strong winds cause erosion of great 
clouds of dust, and car and truck traffic 
creates excessive dust concentrations. 
Since the usual tendency of the wind 
is to increase in velocity until the 
middle of the morning, most of the dust 


Ficure 1—Dust Sampling Stations 
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TABLE 1 


Number of Samples, Maximum, Minimum and Average Dust Counts in Millions of Particles 
per Cubic Foot, Collected at the 11 Surface Sampling Stations and Houses 
in the Picher District 
Dust Counts in Millions of Particles per Cubic Foot of Air 


Stations > 1 


samples were collected during the after- 
noon so that the counts would be indi- 
cative of the worst conditions. Samples 
were collected at different times of the 
day and in several houses so that the 
dust concentrations to which the people 
were exposed might be determined. 

All samples were collected with the 
M. S. A. midget impinger, approved by 
the U. S. Bureau of Mines, and the 
procedure followed in making counts 
was that recommended by the U. S. 
Public Health Service.* 


DUST COUNTS AND DISCUSSION OF 
SURFACE STUDY 

Prior to June 30, 1940, 1,366 surface 
dust samples were collected at the 11 
stations indicated in Figure 1. In addi- 
tion, 51 dust samples were taken in 
houses. The results of these samples 
are tabulated (Table 1). 

Station 7, as predicted, shows the 
highest average count with 3.3 million 
particles per cu. ft. Station 10 is 
second with an average of 1.5, and 
Stations 3, 4, and 5 are tied for third 
with 0.8 million particles per cu. ft. 
The four latter counts are due primarily 
to car and truck traffic. Individual 
counts range from 0.1 to 66.0 million 
particles per cu. ft. The average dust 
concentrations for all 11 stations is 1.0 
million particles per cu. ft. The aver- 
ages for the outdoor and_ indoor 
samples (1.0 and 0.8 million particles 
per cu. ft. respectively) indicate that 
they are of the same order of magnitude 
during warm weather. 

The study of “ Exposure to Munic- 
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99 


Houses 


1 4.1 


3 
2 0.1 
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ipal Dust (Street Cleaners in New 
York City)” conducted by the U. §. 
Public Health Service * showed average 
counts for sweepers, varying from 2.0 
to 3.3 million particles per cu. ft. in 
lower Manhattan, and 0.8 to 1.5 million 
in upper Manhattan. For loading and 
driving the counts ranged from 2.0 to 
9.4 and 1.8 to 8.0 million particles per 
cu. ft. in lower and upper Manhattan 
respectively. Lower counts were ob- 
tained in Brooklyn except at the 
unloading at dumps where the count 
averaged 15.5 million particles per cu. 
ft. Although the air samples in the 
New York study were collected with the 
konimeter instead of the impinger, there 
is a correlation between the counts 
since the efficiency of the konimeter in 
dust concentrations of this magnitude 
has been found to be 1.5 times that of 
the impinger.® 

The dust counts recorded above are 
about equal to those found in the Tri- 
State area. The variation in counts in 
the mining district is greater since 
strong winds and heavy motor vehicle 
traffic caused high dust concentrations 
at some of the stations. Observations 
indicated that wind velocities in excess 
of 15 miles per hour were required for 
dust erosion from the dried sandpiles. 
The intensity of the dust cloud raised 
by motor vehicle traffic varies with the 
moisture in the surface of the road bed, 
size of the vehicle, speed, etc. The dust 
counts, excluding Stations 1 and 9, have 
been analyzed statistically and the re- 
sults of the study indicate that for 9 
per cent of the time the average dust 
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Fioure 2—Average Monthly Rainfall in Cherokee County, Kansas, for Periods Indicated 


6 


[] Average monthly rainfall, 1930-1939 


Monthly rainfall, 1939-1940 


4 
§ 2 
1 


Nov. Dec. Jan. Feb. 


concentration for the 9 stations in the 
mining district will be less than 2.0 
million particles per cu. ft. 


SURFACE DUST CONTROL 
Rainfall is an important dust control 
measure supplied by nature, for the 
prevention of dust erosion. Forty-nine 
years of complete monthly and annual 
rainfall data are available for Cherokee 
County, Kans.6 The average annual 
rainfall for this period is 41.90 in. 
During the past 10 years the average 
has been 36.61 in. The maximum and 
minimum annual rainfalls during the 49 
years are 58.30 and 28.84 in. respec- 
tively. The average number of inches 
of rain for the months included in this 
study and for the comparable months 
of the 10 year period, 1930-1939, are 
shown in Figure 2. 

The rainfall for the 8 months during 
which dust sampling was in progress 
was below normal. Only 20.23 in. of 
rain were received during this period as 
compared with the previous 10 year 
average of 24.49 for the same months. 
Excess rainfall over the monthly 10 


Mar. Apr. May June 


year average figures occurred in April 
and June. For the period January | to 
June 30, 1940, reportable rains fell on 
49 days, snow 11 days, and traces of 
rain or snow were reported on 27 addi- 
tional days. The ground was covered 
with snow from December 26, 1939, 
until February. 

Some of the mine operators have 
been sprinkling and oiling the county 
and township roads used by their 
trucks. Some dust pollution and com- 
plaints were eliminated by getting the 
mine operators to codperate in changing 
their truck routes to less populated 
centers. Two methods are in use to 
prevent erosion of dust from the sand- 
piles; one is to cover them with a few 
inches of coarse tailings, and the other 
is to discharge the finely ground slime 
with the coarse tailings. 


STUDY OF UNDERGROUND ENVIRONMENT 

A description of the operations in the 
mines is given in the preliminary Indus- 
trial Hygiene Survey of the Kansas 
Zinc and Lead Mines ' and will not be 
repeated here. The potentially dusty 


> 
| 
' 
| 
age 
2.0 
in 
ion 
and 
to 
per 
tan 
ob- 
the 
nt 
cu. 
he 
he 
re 
nts 
in 
ide 
ol 
ire 
ri- 
in 
ce 
le 
ns 
ns 
or 
od 
st 
re 
)5 
t 


624 


operations in the mines mentioned in 
this report, include shoveling, mechani- 
cal loading, loading cans from hoppers, 
tramming, drilling, blasting, whipping 
boulders (breaking large boulders with 
sledge hammers), and roof trimming. 
Outside of the mines, dumping the ore 
into bins, as in the derricks ‘(head 
frames), the jaw and roller crushers and 
the screening operations in the mills 
were enumerated as places where dust 
pollution might occur on the surface. 
Included in the dust control measures 
were: wet drilling, wetting the muck, 
and working faces before shoveling and 
drilling began in the morning, sprink- 
ing the haulage ways, and blasting at 
the end of the working shift. In addi- 
tion, ventilation (natural and mechan- 
ical) was being used as an important 
aid in dust abatement. This included 
bringing fresh air into the mines 
through shafts and drill holes, and 
forcing air from unpolluted sources 
in the mines into working areas 
by means of blowers and sails. Dust 
control measures in the mills _in- 
cluded natural and mechanical venti- 
lation and a liberal use of water. 
Experimental work was being conducted 
with water curtains, and jets of air and 
water mixtures around the mechanical 
loaders, in an attempt to wet the dusi 
particles and prevent their dispersion. 
The latter procedure has been discarded 
since a fog developed which increased 
the accident hazard of the operation. 
The air and water jets have been re- 
placed with water sprays designed to 
discharge a fine mist, and they are 
producing satisfactory results. Some of 
the operators have men employed who 
come on duty at night and spend their 
entire time sprinkling the haulage ways 
and muck piles, and washing down the 
working faces. In the other mines the 
shovelers, or generally the drillers’ 
helpers, are given the chore of wetting 
the face and muck pile. Respirators 
are in use in some places where satis- 
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factory dust control measures have not 
been effected. 

Considerable work has been done by 
the U. S. Bureau of Mines and U. §. 
Public Health Service in the Tri-State 
Mining District." Some of the oper- 
ators continued to carry on a part of 
the medical work inaugurated by these 
agencies until 1939. It is now being 
done by local hospitals. 

The progressive operators realized 
that if the health hazard to which the 
men were exposed in the mines was to 
be eliminated, the dust to which 
they were exposed would have to be 
controlled. Since the ore is highly sili- 
ceous, the maximum limit of dustiness 
was set at 5.0 million particles per cu. 
ft. In 1936 the Tri-State Ore Pro- 
ducer’s Association employed an air 
hygiene engineer so that routine dust 
sampling could be carried on in the 
mines desiring this service. This work 
has been in progress for about 4 years, 
and over 4,000 dust samples have been 
collected. The air hygiene engineer has 
worked very closely with the operators 
in eliminating dusty operations. During 
the first year’s sampling, 76 per cent of 
the samples showed counts of less than 
5.0 million particles per cu. ft. During 
the last fiscal year, 88 per cent of the 
counts were below this figure." 

In studying dust conditions in the 
miners’ working environment, the mines 
were divided into two groups. Group | 
included those mines which have not 
had routine dust sampling, and Group 2, 
the mines in which this service has been 
in progress for several years. The 
results are shown in Table 2. 

The effect of dust sampling in the 
Group 2 mines is discernible in Table 2. 
The average dust concentration for the 
different occupations is lower in each 
instance in those mines in which routine 
samples have been collected than in 
those which have not had this service, 
to determine the efficiency of the dust 
control measures employed. 
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Dust Exposures by Occupation in Mines Which Have Not Had Routine Dust Sampling 
(Group 1), and Mines Which Have Had This Service (Group 2), 
in Millions of Particles per Cubic Foot of Air 


Group No.1 Group No. 2 
( ation Sam ples Average Max Min Samples Average Max Min 
Drillers 25 6.6 29.0 1.6 4 1.6 2.4 0.4 
Seveles 35 4.3 15.6 0.3 43 2.7 31.4 0.3 
Hoppermen 3 9.3 20.9 2.6 0 . 
Drag Operator 2 7.4 10.5 4.2 2 4 2.5 


It is interesting to note also that in 
the Group 1 mines, drilling is a dustier 
occupation than shoveling. The expe- 
rience of the air hygiene engineer 
employed by the association, as well as 
the results indicated, show the opposite 
to be the case. The high counts re- 
corded for the drillers were due to their 
collaring holes dry. This was found to 
be fairly common practice in some of 
the mines. All of the mine operators 
have regulations requiring collaring 
holes wet, but this dust control measure 
has not been enforced as stringently as 
it should be in some places. 

In the mines in Group 1 the dust 
counts at drilling operations varied 
from 29.0 to 1.6 million particles per 
cu. ft., while in the mines in Group 2 
these samples ranged from 2.4 to 0.4 
million particles per cu. ft., with aver- 
ages of 6.6 and 1.6 million particles 
respectively. The number of samples 
collected at drilling operations in the 
latter group (indicated as only 4) is 
somewhat misleading since many of the 
samples included under shovelers were 
collected adjacent to drillers. 

Dust samples taken adjacent to the 
shoveling operations show averages of 
4.3 and 2.7 million particles per cu. ft. 
in the Group 1 and Group 2 mines 
respectively. The counts ranged from 
15.6 to 0.3 million particles per cu. ft. 
in the former mines and 31.4 to 0.3 
million particles in the latter. The 
high count in the Group 2 mines re- 
sulted from a driller collaring a stope 
hole dry. The sample was collected 


about 10 ft. from the machine, and the 
exhaust was such that the dust was 
carried to where the sample was being 
collected. The high counts at shoveling 
operations in the Group 1 mines were 
generally obtained in poorly ventilated 
jugs where the drill holes were persist- 
ently collared dry, causing a building 
up of the dust concentration throughout 
the working day. 

In a jug in one mine, counts of 29.0 
and 15.6 million particles per cu. ft. 
were obtained at a drilling and shovel- 
ing operation in proximity to each 
other. The driller was observed to 
collar a hole dry during the time that 
the sample was collected adjacent to 
the machine. These high counts to- 
gether with the reasons for their being 
high were discussed with the operator. 
Arrangements were made for a series of 
check samples, the operator being in- 
structed to have the drillers collar all 
holes wet, and to have the muck wet 
thoroughly before shoveling and dust 
sampling was started. Samples were 
collected at 45 minute intervals through 
the morning at the shoveling and drill- 
ing operations, and the counts varied 
from 2.7 to 4.7 million particles per cu. 
ft. This indicates that the dust in the 
mines can be controlled through the 
use of dust control devices already 
available in all of the mines. 

This is illustrated again by the 
samples collected close to the hopper- 
men and drag operators in the Group | 
mines. In one mine, at the former 
occupation, a dust sample showed 20.9 
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million particles per cu. ft. A check 
sample taken a short time later, after a 
water spray had been installed near the 
hopper and additional emphasis was 
given to wetting the muck, showed that 
the count had been reduced to 4.3 mil- 
lion particles per cu. ft. A similar 
reduction from 10.5 to 4.2 million par- 
ticles per cu. ft. was noted for the drag 
operator. 

Inspection of the mines indicates that 
there has been an increased effort on 
the part of nearly all operators to pro- 
vide better working conditions in them. 
Considerably more water is being used 
for wetting down muck piles and haul- 
age ways, and the use of water sprays 
around hoppers, drag operators, in 
drifts, and headings has _ increased 
markedly. 

In addition to the increased use of 
water, ventilation is probably the 
second most important dust control 
measure. Much of the work in the 
mines at the present time is in areas 
which have been previously cut through. 
This includes what is known locally as 
taking up stope (taking up the floor 
of the drift); shooting the “ shines ” off 
the walls of drifts; and exploratory 
work in drifts. As many of the mines 
are cut through to each other and there 
are numerous shafts extending from the 
drifts to the surface of the ground, 
there is good natural ventilation of 
large portions of the mines. The large 
excavated areas underground provide 
large volumes of unpolluted air for 
dilution of dust concentrations that 
might otherwise develop. Mechanical 
ventilation is used where constricted, 
dead-end workings or “ jugs” exist. 


SUMMARY 

A study of surface and underground 
dust conditions in the Picher District of 
the Tri-State mining area has been in 
progress for the past 8 months. Eleven 
surface dust sampling stations were 
spread across the mining field and 1,366 
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samples were collected to June 30, 1940. 
Control stations on the north and south 
sides of the field show average counts 
of 0.3 and 0.4 million particles per cy, 
ft. respectively. Station 7, selected as 
being representative of the worst condi- 
tions in the district, shows an average 
count of 3.3 million particles. Indi- 
vidual counts range from 0.1 to 66.0 
million particles per cu. ft. The aver- 
age for all eleven stations is 1.0 million 
particles. Fifty-one dust samples were 
collected in houses in the district and 
show counts ranging from 0.3 to 3.2 
million particles per cu. ft., with an 
average of 0.8 million. It will not be 
possible to forecast safe limits of dusti- 
ness until medical studies of individuals 
who have not worked in dusty occupa- 
tions but are living in the district are 
completed. 

Some of the mines have had a routine 
dust sampling service during the past 
4 years. Comparison of the mines 
which have had this service (Group 2) 
with those which have not (Group 1) 
shows that dust conditions are not so 
good in the latter group. The average 
dust counts for drillers in the Group ! 
mines was 6.6 million particles per cu. 
ft. compared with 1.6 million for the 
Group 2 mines. Counts ranged from 
29.0 to 1.6 million particles per cu. ft. 
in the former group and 2.4 to 04 
million particles in the latter. Samples 
collected at the shovelers show averages 
of 4.3 to 2.7 million particles per cu. ft. 
respectively. Individual counts ranged 
from 15.6 to 0.3 million particles per 
cu. ft. in the Group 1 mines and 31.4 
to 0.3 million particles in the Group 2 
mines. Collaring holes dry was found 
to be the worst source of dust. 

Dust control measures include wet- 
ting muck piles and working faces and 
haulage ways, use of sprays in headings 
and drifts and at the mechanical load- 
ers, shooting off shift, collaring holes 
wet, and ventilation. Dust sampling in 
confined places has indicated that, 
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where these dust control devices are 
applied properly, the dust concentration 
can be maintained below 5.0 million 
particles per cu. ft. 
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N the discussion of this paper, 

emphasis will necessarily have to be 
centered on one phase; namely, that 
of the underground study, since that 
is where most of our efforts have been 
spent. The plans in our state are, how- 
ever, to make a number of surface dust 
counts, stations for which have already 
been selected. These will include 
samples collected inside buildings, at 
different hours of the day and night, 
as well as “ outside” samples offering 
representative conditions under which 
the people in this area are living. 

Being divided only by a state line, 
the general dust conditions can be 
assumed to be very similar in the area 
when passing from one state into an- 
other. Our plan, therefore, is to collect 
surface dust samples over a much 
shorter period than Kansas officials 
have planned, and if the results com- 
pare favorably as to concentrations with 
the Kansas results, they will be consid- 
ered sufficient to use for preparing 
reasonable recommendations. 


UNDERGROUND ENVIRONMENT 

During the latter part of May, 1940, 
J. J. Bloomfield visited our state, at 
which time plans were laid for an in- 
dustrial survey of underground and sur- 
face conditions. 

After a general preliminary survey of 
the majority of mines and mills in the 
Oklahoma section of the area had been 
completed, 10 mines were selected for 
intensive study. 

The 10 mines were selected from a 
group of 50 covered in the preliminary 
survey, representing a total working 
population of 2,112. The figure 2,112 
does not include the entire working 
population connected with the mines; 
however, it does represent the major- 
ity. Of the 50 mines originally sur- 
veyed, approximately 60 per cent of 
the population was included in mines, 
members of the Tri-State Ore Pro- 
ducers Association; consequently, when 
the 10 mines selected for intensive 
study were picked, 6 were selected 
which were association members and 4 
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which were not. The percentage popu- 
lation in the respective mines also re- 
mained very close to a 60/40 ratio. 
The 10 mines were selected to represent 
as far as possible all conditions and 
operations that could be expected in the 
field. 

For purposes of study, we have 
divided the working population in the 
mines into 5 general classes; namely 
(1) Face Operations, in which we find 
approximately 62 per cent of the work- 
ers; (2) Underground Transportation 
and Hoisting, approximately 21 per 
cent; (3) Maintenance and Service, 
approximately 8 per cent; (4) Super- 
vision, approximately 4 per cent, and 
all others approximately 5 per cent. 
Naturally, the number of samples taken 
for the various occupations included in 
these groups will follow roughly the 
same percentage distribution as _ is 
shown above. There are approximately 
30 different occupations for which vary- 
ing numbers of samples will be taken. 
In Table 1, comparable to Table 2 in 
the Kansas report, are set forth some of 
the results obtained so far. Group 1 
includes those mines which have not 
had routine dust sampling, and Group 
2, the mines in which this service has 
been in progress for several years. 

It should be noted that here as in 
Kansas, although the dust concentration 
as a whole being somewhat higher, the 
average in the Group 2 mines is lower 
in every instance (except one in which 
the concentration is the same) in those 
mines where routine dust samples have 


TABLE 1 


Dust Exposure by Occupation in Mines Which Have Not Had Routine Dust Sampling 
(Group 1), and Mines Which Have Had This Service (Group 2), 
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been collected than in those that have 
not had this service. 

Considering the first two occupa- 
tions; namely, drilling and shoveling, 
we have found practically the same 
trends to exist as indicated in the 
Kansas report, i.e., in the Group | 
mines drilling occurs as a somewhat 
dustier occupation than  shoveling— 
whereas in the Group 2 mines the re- 
verse is true. The reasons outlined by 
Mr. Dills are sufficiently correct. 

In the mines in Group 1 the dust 
counts at drilling operations varied 
from 16.9 to 1.0 million particles per 
cu. ft., while in Group 2 mines these 
samples ranged from 13.3 to 0.3 million 
particles per cu. ft. with averages of 9.2 
and 3.5 respectively. The number oi 
samples collected were 10 and 23 for 
Group 1 and 2 respectively. 

Dust samples taken at shovelers show 
averages of 8.8 and 4.5 million particles 
per cu. ft. in the Group 1 and 2 respec- 
tively. The counts ranged from 16.1 
to 3.7 million in the former and 12.2 
and 0.4 million in the latter. 

No samples have been taken for the 
occupation of hopperman, although 
quite a few samples representing other 
occupations were collected. However, 
since comparison with the Kansas re- 
port cannot be made and because they 
are few in number, they will be omitted 
here. 

There is one other operation, that of 
drag operator, which is indicated in 
Table 1. These counts ranging from 
11.7 to 6.8 and 20.6 to 3.8 in Group | 


in Millions of Particles Per Cubic Foot of Air 


Group No.1 
ere’ 


Group No. 2 


Number Expo- Number Expo- 

Occupation Samples Average Max. Min. sure Samples Average Max. Min. sure 

Drillers 10 9.2 16.9 1.0 8.7 23 3.5 13.3 0.3 2.9 

Shovelers 9 8.2 16.1 3.7 8.7 32 4.5 12.2 0.4 3.7 
Hoppermen 0 ovis ee 0 ons 
6.8 10.7 7 8.9 20.6 3.8 


Drag Operator 3 8.9 11.7 
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TABLE 2 


F ent of Samples Showing Dust Concentration Below and Above 5.0 Million Particles Per 
Cubic Foot for Mines Which Have Not Had Routine Dust Sampling (Group 1) 
and Mines Which Have Had This Service (Group 2) 


60% more * 
eling 11% less 
89% more “ 


0% less 
100% more 


ig Operator 


and 2 with averages of 8.9 in each 
group. Water sprays were in use in all 
instances where samples were collected 
near the drag operator. 

It will be noted also in Table 1 that 
the approximate exposure for the 
various occupations is indicated as 
usually running lower than the average 
dust concentration. In the case of 
machine men there appears to exist 
comparatively little difference of dust 
concentration after drilling operations 
have started; however, the concentra- 
tion for the first hour or hour and a half 
in the morning when preparations are 
made for drilling and approximately the 
last hour of the working period when 
drilling has ceased and machine men 
remove their equipment and load holes, 
is usually lower than the period in be- 
tween. This condition naturally brings 
the exposure for the day below that 
which it would be if the drilling opera- 
tion existed throughout the day. 

In the case of shovelers, the exposure 
also runs below the average dust con- 
centration. Ordinarily, the dust concen- 
tration at the lay-by (where shovelers 
haul cans) is much below the concen- 
tration that exists where the shoveling 
operation takes place. The amount of 
time spent in each place varies with the 
length of haul, number of shovelers to 
the can, etc., and can become quite a 
factor in determining the total daily 
exposure. 

Table 2 indicates briefly the per- 
centage of samples collected which 


Group No.1 
40% less than 5.0 M.P.P.C.F. 


Group No. 2 


749% less than 5.0 M.P.P.C.F. 


26% more 


66% less 
34% more “ 


14% less 
86% more 


showed results below and above 5.0 
million particles per cu. ft. 
Considering the high per cent below 
5.0 million particles per cu. ft. in the 
drilling operation in Group 2, 13 of the 
17 representing 74 per cent were taken 
in one mine with a maximum and mini- 
mum count of 2.7 and 0.3 respectively, 
and an average of 1.5 million particles 
per cu. ft. This is 2.0 million particles 
per cu. ft. below the average of the 
entire Group 2 and 7.7 million particles 
per cu. ft. below the average of the 
entire Group 1. This particular mine 
practised single shift operations and 
employed two men whose sole duty or 
job was that of wetting down haulage 
ways, working faces, muck piles, etc., 
during the night. This mine employs 
approximately 95 men while the average 
of the 10 mines under study was 42. 
Many of the mines in recent months 
have started working double shifts 
which means that much less time is 
available for dust to settle before more 
is created. Also, in several instances, 
as many as 6 or 8 mines are cut together 
and air movement goes from one to an- 
other; then even if double shifts were 
practised only in some of these, dust 
is carried on through to those where 
perhaps only single shift is practised. 
Many problems are created by double 
shift operations and mines being cut 
together; however, each mine will have 
to consider its own particular workings 
and solve its dust and _ ventilation 
problems independently of the others. 
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WE HAVE COME A LONG WAY IN NUTRITION 


[* was not long ago when, in prescribing diets, the guiding principle of many 
a medical man was to forbid the patient those articles of food which had in 
the past caused the physician himself some gastric distress. If fried foods disa- 
greed with the doctor, the patient got none of them; if cucumbers caused the 
doctor to eructate, then it followed that cucumbers would make the patient belch. 
Of course, it was rule of thumb rather than a scientific procedure, and advice 
so given had to be buttressed by a good deal of bedside manner or office omnipotence 
to make the patient take it seriously. It is to be noted, too, that with few 
exceptions diet was something related to the stomach rather than to metabolism. 
Pediatricians were, of course, concerned with both gastric problems and nutrition, 
and the internist observed certain empirical rules in patients with diabetes, gout, 
nephritis, and so forth. Except, however, for patients who had to be “ built-up,” 
the physician in laying down a dietary regime was more concerned in excluding 
those things inimical to his patient’s digestion than with including foods necessary 
in nutrition. 

Entirely unrelated to what may be called this dietary empiricism, there arose, 
largely as a result of public health excursions, a consciousness that no small pro- 
portion of school children were underweight. Because much of this work was 
done without benefit of scientific discipline, this condition in underweight children 
was dubbed malnutrition, and soon, in spite of medical advice to the contrary, 
school teachers, public health nurses, health educators, with some physicians 
acquiescing, enunciated the dictum that any child ten per cent or more under- 
weight was malnourished. This concept attracted public attention and became 
popular, but was unfortunate in that malnutrition is a blanket term, quantitative 
rather than qualitative, and is not synonymous with underweight. 

In the meantime. information had commenced to leak out of research labora- 
tories, the old knowledge of the rdle of cod liver oil and fruit juices was com- 
mencing to attain a new significance, and the problem of pellagra was on the way 
to partial solution. Milk was being publicized as the perfect food, and home 
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economists, though still somewhat under the influence of calories, were beginning 
to recommend to housewives a fairly balanced ration. Then came a fast flood 
of vitamin discoveries and a realization that minerals, even in infinitesimal 
quantities, played an exceedingly important réle in the nutrition of the individual. 
As information from the biochemist, the physiologist, and the clinician accumu- 
lated, a new perspective became possible and malnutrition could be seen in its 
qualitative aspects. The man in the laboratory raised his sights from rats and 
cuinea pigs to human beings. Grudgingly at first, but later rather completely, 
he recognized that those who had attained the status of nutritionists by the home 
economics route might, after all, serve a purpose. The clinician on his part 
decided to leave the problem of eructation to the gastroenterologist, and came to 
a realization that deficiency diseases might exist in subclinical form. 

A few next steps opened up new possibilities in the field of nutrition. The 
synthesis of a number of vitamins was effected; vitamin complexes were broken 
down into their component parts, advances were made in precise technics for 
determination of the status of the individual in regard to certain of these 
protective substances. Foundations, recognizing the necessity of carefully con- 
trolled research, made generous grants for both laboratory and field work. And 
finally the public and government became interested in a new way: Where 
previously malnutrition had been thought of vaguely as underweight, many lay- 
men now know that there are many different kinds of malnutrition, and that not 
only is a specific diagnosis and a specific treatment necessary, but that most of re 
these conditions can be prevented by care in quality and balance of diet. 

At last, after years of effort, the problem of nutrition in the mass has come 
to be accepted as a public health responsibility. The potentialities here are 
almost unlimited, and as greater knowledge and more exact and applicable diag- 
nostic methods are developed, we shall enter fully into one of the great epochs of 
public health. 


DELAYED BIRTH REGISTRATION 


{= native born citizen of the United States has tended to take his citizenship 
for granted. He has been inclined to consider himself in a position somewhat 
superior to that of the foreign born, for whom he was mildly sorry because such 
persons could prove their citizenship by nothing more than naturalization papers. 
Aside from verging upon the snobbish, this condescension often is ill founded; 
and many an individual born in the United States, when called upon for proof 
of parentage, age, and place of birth, is shocked to find that he cannot provide 
documentary evidence of these facts. The naturalized citizen, with his naturali- 
zation a matter of federal record is, therefore, in much better position than is 
the individual who cannot produce a certified copy of his birth certificate. 

In the past there was not so much need for proof of citizenship, and in such 
cases as did arise, almost any kind of document or affidavit was accepted as 
evidence. More recently, new demands have arisen for proof of one or more items 
in the triad: age, place of birth, parentage. These demands have become more 
exacting with the increase in local, state and national benefits and obligations: 
school attendance, employment, voting, marriage, military service, work relief, 
welfare, pensions of one sort or another, and in connection with other various 
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phases of an increasingly complex social order. In attempting to provide the 
necessary data, individuals have had to deal with the most diverse of agencies, 
agencies of local, state, and national government, of industry, of voluntary 
organizations. Except for a certified copy of birth certificate there has been no 
commonly accepted basis of proof of citizenship in these various agencies. Not 
only that, but within the respective governments there has been wide variation 
between agencies as to what would be considered as evidence. To add to the 
confusion, the person without a birth certificate, attempting to establish proof 
of age, etc., yielded his original documents in each case to the agency with which 
he dealt, and if a similar necessity ever arose in the future, he must again go 
through the same process, or perhaps a more complicated one. 

For many years, the state registrars of vital statistics played only a negative 
réle in this drama. The applicant’s birth certificate either was or was not on file. 
If not, the matter was out of the registrar’s hands unless his state’s vital statistics 
law had provided for delayed registration of births, which was not usually the 
case. Now, registrars of vital statistics are assuming an important and construc- 
tive part in solving the problem of delayed registration of births. Through indi- 
vidual effort, through the effective interest and action of the American Association 
of Registration Officials, through codperation of federal agencies, uniform stand- 
ards and procedures are on the way to becoming realities. Under date of April 25, 
the Census Bureau, after a series of conferences with those concerned, released 
recommendations for registration of delayed certificates of birth. By definition, 
births registered after age 4 are considered as delayed in registration. The 
requirements for establishing the facts of birth in delayed registration are that 
genuine documentary evidence must support statements as to age, birthplace, and 
parentage; that these items must each be proved by two independent records 
established before the individual became 4 years of age, or by three independent 
records executed after that age. In the latter case, the records themselves must 
have been executed at least 5 years previously. Thus a man of 30, attempting 
to establish facts of birth, could not use as evidence records of the past 5 
years. 

The type of evidence recommended as acceptable, in order of preference, is 
set forth in detail under nine general headings, the first of which is the baptismal, 
cradle roll or other church record, the last an affidavit from a person who pre- 
sumably knows and remembers the date and circumstances of the birth of the 
person in question. The seven kinds of records between these extremes include 
sources to which one would ordinarily turn, and with which most persons have 
had some contact. The recommendations of the Census Bureau further indicate 
desirable procedures to be followed in review of evidence, and finally presents a 
uniform “ Delayed Certificate of Birth,” which once having been registered may 
serve as the basis for a certified copy. 

All of this is most commendatory, but it will cost money. Interviewers, 
reviewers of evidence, summarizers, and additional clerks, etc., will be necessary. 
A state health department might find its ordinary business seriously interfered 
with and its usual staff swamped with delayed registration work if wide publicity 
were given, prematurely, to the possibility of this delayed registration. At 
present there is confusion as to where funds may come from—local, state, or 
national governments. The state is the legal repository of such data, the federal 
government probably the one most frequently in need of it. The ramifications 
of national defense have in many ways accelerated and accentuated this demand. 
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There are arguments pro and con as to the propriety of using defense funds for 
this purpose, and as to a similar availability of Social Security Funds. In any 
event, it is a matter on which immediate agreement and financial implementation 
are highly important. 

Incidentally, gentle reader, do you know, beyond peradventure of doubt, that 
the facts of your birth are officially recorded, in terms of a birth certificate, in the 
state in which you were born? 


- 
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Credit Lines 


A Selective Digest of Diversified Health Interests 


D. B. ARMsTRONG, M.D., AND JOHN LENTz, M.S. 


CREDIT—WHERE CREDIT IS DUE 
Health educators should count as one 
of their blessings a group of men and 
women whose duty it is to report 
through the nation’s press the progress 
of science. We could have no more 
valuable ally in our educational work 
than this group of “science writers” 
whose stories on health, medical, and 
other scientific advances are promi- 
nently featured by the country’s leading 
newspapers and press associations. The 
coverage given these fields during recent 
years in both news and editorial col- 
umns has been extensive. But of more’ 
importance is the fact that the majority 
of the stories printed contain informa- 
tion of definite health import. 

In reviewing the -work of the 
“science writers,” one is impressed by 
the fact that they have played a stellar 
réle in keeping the general public 
abreast of advances in cancer therapy, 
chemotherapy, serum therapy, and 
many other fields. When one considers 
that these stories have reached millions 
of readers throughout the land, the con- 
tribution made by the “ science writ- 
ers” to health and popular medical 
education looms large. 

In many cases, the “ science writers ” 
have been instrumental in paving the 
way for the acceptance of new forms of 
therapy. This was demonstrated to one 
of the editors of this section a few years 


Please address samples of printed matter, comments, 
or other editorial contributions to the editors at One 
Madison Avenue, New York, N. Y. 


ago during a visit to a state health 
department in the South. At that time 
sera for the treatment of pneumonia 
were being successfully used in other 
sections of the country. The southern 
health officer, however, had not been 
able to supply sera for use in his state 
due to the high cost. Nevertheless, 
there was a constant demand for sera— 
a demand which was attributed to the 
public’s knowledge of pneumonia sera, 
gained from reading newspaper articles 
by “science writers.” Medical and 
health officials have long deplored the 
fact that a gap exists between the dis- 
covery of a scientific procedure and its 
practical application. It would appear 
that the “ science writers” are helping 
us to bridge this gap and in so doing 
they are performing a genuine service to 
the nation. Certainly the acceptance of 
the “ sulfa ” drugs has been expedited by 
the reams of copy that science reporters 
have placed in newspapers. 

Although these men and women oi 
the press must always consider “ news 
values” in their work, their reporting 
of scientific material has been so uni- 
formly excellent that scientists in all 
fields are gladly codperating with them. 
Scientists have come to realize the im- 
portance of having their work inter- 
preted to the public by writers who can 
translate the language of the research 
laboratory into terms which the general 
public comprehends. The partnership 
between the scientists and the press is 
becoming closer every year. 
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[he reporting of health and medical 
news has been especially commendable. 
[he “science writers’’ have used re- 
straint in cases where their news 
instincts probably prompted them to 
spread it on thick.” They have 
avoided sensational claims, half-truths, 
and the like, because they know that 
the field which they are covering must 
be reported accurately or else great 
damage might be done to human life, 
health, happiness, and well-being. 

Whenever as health educators we 
have occasion to take stock of the 
achievements of our profession, the 
work of such writers as Waldemar 
Kaempffert, William Laurence, David 
Dietz, Howard Blakeslee, Watson 
Davis, Gobind Behari Lal, John J. 
O'Neill, Jane Stafford, and Marjorie 
Van de Water should not be overlooked. 
They, as well as we, have shouldered a 
large part of the responsibility for 
spreading essential health and medical 
information. 


INFORMATION PLEASE 

The U. S. Office of Education of the 
Federal Security Agency has organized 
a new service known as Information 
Exchange on Education and the Na- 
tional Defense. The service acts as a 
clearinghouse for new ideas, new mate- 
rials, and new courses in education that 
are especially pertinent to national 
defense. Health educators who are 
engaged in any activity that would be 
of value in this connection should notify 
the Information Exchange and furnish 
a description of the project, with sam- 
ples of any educational aids used 
(photographs, radio scripts, etc.). Three 
loan packets on health are now avail- 
able through the Exchange in Washing- 
ton, D. C. The packets contain bulle- 
tins and other materials selected for use 
among three distinct groups: the ele- 
mentary school group, the secondary 
school group, and the adult or citizen 
group. “ Building and Preserving Good 


Health” is the theme of the packet 


materials. 


The interchange of new thoughts and 
new practices is especially desirable to- 
day, and this effort on the part of the 
United States Government to stimulate 
a flow of new ideas deserves support. 
“A good idea in Maine may be useful 
in California,” says a circular from the 
Office of Education in announcing the 
Information Exchange. Let us do our 
part by disseminating information about 
any health project that might imple- 
ment our defense program. 


ARE YOU LISTENING? 

“Doctors At Work,’ the current 
series of radio dramas sponsored by the 
American Medical Association, are in 
many respects the best programs that 
the A. M. A. has produted during the 
past few years. The script writer has a 
decided “ knack ” for developing situa- 
tions that appeal to Mr. Average Man 
and his household. This quality is the 
very essence of successful radio pro- 
grams—particularly those dealing with 
medical or health themes. The charac- 
terizations in the current series are well 
drawn, and a fuller utilization of inter- 
esting radio effects and technics dis- 
tinguishes the present series from its 
predecessors. Health workers should 
not fail to listen to the A. M. A.’s 
program. 

One of the best programs in the 
current broadcasts was entitled “ The 
Big Red Schoolhouse.” It depicted the 
work of the school physician and the 
school nurse, and the various episodes 
brought out many pertinent health facts 
dealing among other things with nutri- 
tion, vaccination, quarantine, and acute 
appendicitis. The dream sequence in- 
volving the school nurse was unusually 
dramatic and impressed upon the 
audience the fact that the school nurse 
has a real job to handle. 

If you have missed the A. M. A. 
broadcasts to date, check on your local 
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stations and arrange to listen to the 
next in the series. The programs are 
broadcast over the NBC Blue Net- 
work every Wednesday evening. 


THE SPOKEN WORD 
Dr. Bruno Gebhard, director of the 
Cleveland Museum of Health, seems to 
possess an inexhaustible supply of 
appealing stories with a health educa- 
tion flavor. One of his latest stories of 
this nature recently appeared in The 
New York Times. We reprint it here 
as it appeared in the Times: 


“After examining a little girl in the fifth 
grade the doctor told the school nurse to write 
in the report ‘Heart Negative.’ It took the 
mother quite a while to find out what had 
upset the child. ‘Something must be wrong 
with me,’ she sobbed. ‘Maybe something is 
even missing. We had the doctor this morn- 
ing, and he said my heart is only negative.’ 

“ Dr. Gebhard passes this story along with 
the comment, ‘I can’t forget it. The spoken 
word is still our best means in health edu- 
cation—the change of one little word would 
make all the difference in the world. Let 
us make it wherever possible “ Heart 
Positive.” 


RE: THE NATIONAL HEALTH LIBRARY 

Public health workers who have not 
availed themselves of the services of the 
National Health Library are missing a 
bargain without an equal. Did you 
know that for less than three cents a 
day you can become a member of the 
Library and have at your disposal 6,000 
books, and 30,000 pamphlets covering 
every major field of public health? Did 
you know that the Library will attempt 
to find answers to questions that may 
be puzzling you? Did you know that 
the Library’s card catalogue contains 
193,000 cards arranged by subject and 
author? Did you know that bibliogra- 
phies will be compiled on request? 
These and many other specialized serv- 
ices are available to members of the 
National Health Library which for 21 
years has been an efficient and useful 


June, 194] 


instrument of service to the public 
health profession. 

The Library recently issued an attrac- 
tive folder extending an invitation to 
prospective members to make use of its 
facilities. Write today to the National 
Health Library, 1790 Broadway, New 
York, N. Y., for a copy of this folder 
which will no doubt convince you that 
your department must have access to 
this complete and up-to-date store of 
public health information. The growth 
and expansion of the National Health 
Library depend upon a steadily mount- 
ing membership. It deserves the sup- 
port of all public health workers who, 
at very small cost, can make full use of 
the Library’s services. 


NEW PUBLICATIONS 

Several new health publications that 
should meet with widespread approval 
are now available. Topping the list, in 
our estimation, are two folders produced 
by the Illinois State Department of 
Health, one on smallpox and one on 
diphtheria. We single them out for 
special mention because they represent 
an entirely new trend in health litera- 
ture. Both folders arrest one’s imme- 
diate attention by virtue of the unusual 
cover layouts. Historical scenes, exe- 
cuted in blue and white, make up the 
visually striking covers and in place oi 
specific titles the following statements 
are used: “ONE FACT—is worth a 
thousand arguments” (a quotation 
from Dr. Benjamin Waterhouse who 
performed the first smallpox vaccina- 
tions in this country) and “ George 
Washington was not protected (refer: 
ring to the fact that there was no known 
method of diphtheria prevention during 
Washington’s lifetime). These provoc- 
ative statements will certainly entice 
many people to read further. And those 
who do read further in these folders will 
not be disappointed, for the text of 
each is interesting and educational, 
touching upon the historical aspects of 
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the subjects, in addition to imparting 
current information. The center and 
inside “spreads” of each folder are 
also excellent in layout and copy. In 
short, these two publications from the 
lilinois State Department of Health 
would compare very favorably indeed 
with the more elaborate and expensive 
promotional material issued by the 
pharmaceutical houses, for instance. 
\Ve hope these folders are prophetic of 
what may come from other health 
departments in the future. 

from the Life Conservation Service 
of the John Hancock Mutual Life In- 
surance Company comes a revised edi- 
tion of that company’s publication 
entitled ‘“ Between Two Years and 
Six.” Many health workers are familiar 
with the first edition of this booklet 
which was issued ten years ago. Since 
that time many advances have been 
made in pediatric practice and the new 
version of the John Hancock booklet 
reflects these changes. The text of this 
publication was prepared by Richard 
M. Smith, M.D. who is well qualified 
to write such a booklet by virtue of his 
rich experience in pediatrics at the 
Harvard Medical School and other 
institutions. 

Some of the worth while emphases in 
this valuable booklet are: the stress 
placed on periodic gain in height and 
weight, the suggestions on proper cloth- 
ing for children, the discussion of meals, 
eating habits, emotional development, 
and preventive medical procedures (in- 
cluding, incidentally, a recommendation 
lor the use of pertussis vaccine). 

The publication is attractively illus- 
trated with simple line sketches and it 
goes without saying that Between Two 
Years and Six will be a welcome hand- 
book for many mothers. 

(Incidentally, why is it that the 
lather’s responsibility in child care is so 
often overlooked or minimized? His 
role in the child’s upbringing is fre- 


quently as important as that of the 
mother and he needs as much instruc- 
tion and understanding as she does.) 


“ Are We Well Fed?” is the title of a 
new publication issued by the govern- 
ment to implement the current cam- 
paign of nutrition education. The 
material in this booklet stems from the 
extensive consumption study carried out 
chiefly by the Federal Bureau of Home 
Economics. The booklet contains some 
excellent teaching material which should 
be very helpful to those engaged in com- 
munity education. The text might 
readily serve as a guide to the factors in 
nutrition that should be emphasized 
now in connection with defense. 

Pictorial statistics are used through- 
out this publication, though we regret 
to say that they have not been very 
skillfully employed. For instance, on 
two facing pages symbols are used for 
one-half cent and fifty cents. The 
symbols are identical except that the 
half cent symbol is about twice as large 
as the fifty cent symbol. This will 
probably confuse some users of the 
booklet. 

“ Are We Well Fed?” is for sale, at 
15 cents a copy, by the Superintendent 
of Documents, Washington, D. C. 


NEW TRENDS IN SCHOOL HEALTH WORK 

Two basic assumptions are widely 
accepted by educators and health 
workers as fundamental in a school 
health program. They are: (1) the 
teachers’ interest in the health of 
pupils, (2) the school health program 
as an integral part of the community 
health program. It is news, however, 
when these theories become concrete 
policies in a school health program. We 
are reminded of this by the receipt of a 
manual recently issued by the Depart- 
ment of Education and the Board of 
Health of the State of Oregon to aid 
teachers in the use of a new pupil 
health record card. As is expressed 
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very succinctly in the introduction of 
the manual, the new school health pro- 
gram utilizes the unique and vital 
position of the classroom teacher. Fur- 
thermore, emphasis is given to the fact 
that the modern school health program 
depends upon community teamwork. In 
addition to the parents, the school 
administrator, the teacher, the public 
health nurse, and the health officer, the 
manual points out that there are pri- 
vate physicians and private dentists, 
social, civic, and volunteer groups, each 
with a skill, a strategic opportunity, a 
responsibility, and a contribution to 
make toward an effective health pro- 
gram in the school. This concept is 
similar to the underlying philosophy of 
the present New York City School 
Health Program. The Oregon pupil 
health card has been modelled on the 
health record form adopted by the New 
York City Board of Education in 1939 
for use in the elementary and junior 
high schools of the city. 

These developments in Oregon and 
New York City stem from the 4 year 
study and demonstration of school 
health procedures undertaken by the 
School Health Study, under the spon- 
sorship of the Departments of Health 
and Education of New York City. 

It is perhaps significant that, al- 
though the final report of the Astoria, 
N. Y., School Health Study will not be 
released until the fall, one progressive 
state is already adopting some of the 
methods and philosophy growing out of 
this important research in school health 
procedures. 


BRITAIN DELIVERS THE GOODS 
Any “doubting Thomas” not yet 
convinced of the durable texture of 
British morale should have an oppor- 
tunity to examine a small collection of 
pamphlets that has finally reached our 
desk after a perilous journey from Lon- 
don. These pamplets, showing signs of 
damage from both fire and water, were 
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salvaged from the bombed London ware- 
house of His Majesty’s Stationery 
Office. Following this first adventure, 
they were again bombed while part oj 
the cargo of an outward bound boat 
which was attacked off the coast oj 
Ireland. The boat was beached, the 
cargo salvaged, and eventually the 
pamphlets reached their destination by 
way of Canada. This is their odyssey 
in brief—but the water marks, the 
charring, the stains, and the smell of 
gunpowder tell us only half the story. 
We have examined these publications 
as curiously as if they came from an- 
other world. Still we realized while 
looking at them that it may yet be our 
duty as public health workers to devote 
our attention to the preparation of 
similar booklets—booklets bearing such 
titles as: Your Home As An Air Raid 
Shelter, Food and Its _ Protection 
Against Poison Gas, The Training and 
Work of First Aid Parties, Rescue Par- 
ties, Organization of Decontamination 
Services. 

These British booklets are written in 
a style that is clear, concise, and to the 
point. In fact the very language em- 
ployed conveys something of the calm 
with which the British have come to 
face their problems. Much of the 
material is presented in outline form 
and diagrammatic illustrations are used 
to clarify certain procedures difficult to 
explain to laymen. A hint as to why 
the English are able to “take it” is 
found in a first aid book, much of which 
is written in verse form. Here are two 
of the verses: 


CHOKING GASES 


Phosgene and Chlorine are, alas! 
Chloropicrin, too, a deadly gas. 

Affects the lungs, affects the breath, 
And very soon may lead to death. 

The only hope is perfect rest; 
Remember this and do your best. 

Pop on a mask and quickly fetch her, 
Without the least delay, a stretcher. 
Don’t let her move; give her beef-tea, 
Keep her as warm as she can be. 
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Don’t give her alcoholic drinks; 
Persuade her to have “forty winks,” 
\nd in spite of great temptation 
Don't try artificial respiration. 


BLISTER GAS 
When you have heard the warning sound 
That Mustard Gas is on the ground, 
Put on the mask that you possess ; 
\ll helpers have protective dress. 
Remember, ‘tis persistent gas. 
Will last for weeks on roads or grass. 
The smallest splash upon your hand 
Will quickly to a sore expand. 
If on a person there’s a trace, 
Rush him to the appointed place, 
Take off his boots and clothes and suit 
And scrub him well from head to foot. 
Then in another room he'll find 
Fresh clothes and boots, assistance kind. 


Has any other nation at war ever 
turned to verse as a means of informing 
its people about such grim subjects? 
This seems to epitomize the courage 
that is inherent in these people. As 
long as they can write verses about first 
aid, the final outcome of the struggle 
seems Clear. Adolf, you haven't a 
chance! 


MAGAZINE ARTICLES 
Current popular magazine articles on 
health or of medical import: 


“The Health of the Nation” (in two 
parts). C.-E. A. Winslow, Dr.P.H., April 
and May issues of McCall’s Magazine, 1941. 

“ Vitamins for Everybody.” Paul de Kruif. 
The Readers’ Digest. May, 1941. 

“How Is Your Bedside Manner?” Jo 
Chamberlin. Your Life Magazine. May, 
1941 

“ Rating My Town’s Health Work.” W. 
F. Walker, Dr.P.H. The Independent Woman. 
February, 1941. 

“War and Disease.” George W. Gray. 
Harpers Magazine. May, 1941. 

“Are You a Droop?” Norman L. Hoop- 
ingarner. American Magazine. June, 1941. 

“Can Insomnia Conquer England?” Iago 
Galdston, M.D. The American Mercury. 
May, 1941. 

“Don’t Be Afraid to Face Cancer.” Sophie 
Gordon. Woman’s Digest. . May, 1941. 

“ More Sudden Death.” (No author given.) 
Ladies’ Home Journal. May, 1941. 
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“Rheumatic Fever.” Maxine Davis. Good 
Housekeeping. May, 1941. 

“The Great American Menace: Heart 
Disease.” Gretta Palmer. Cosmopolitan 


Magazine. June, 1941. 

“What Does a Child Inherit?” Josephine 
H. Kenyon, M.D. Good Housekeeping. May, 
1941. 


(The above is not presented as a 
complete list and the articles cited are 
not necessarily recommended.) 


NOTED AND QUOTED 
Readers of this section will recall that 
in previous issues significant quotations 
from various sources were printed under 
the heading “ Noted and Quoted.” A 
request for additional quotations has 
brought the following: 


“Science is more than the technologies 
which cluster about it—more than its inven- 
tions and gadgets. It is even more, than dis- 
covery “and correlation of new facts. Science 
is a method, a confidence, and a faith. It is 
a method of controlled and rechecked ob- 
servations and experiments, objectively 
recorded with absolute honesty. It is a con- 
fidence that truth is discoverable. It is a 
faith that truth is worth discovering.” 


Raymond B. Fosdick 


President of The Rockefeller 
Foundation 


“Tt is urgent now that the people of this 
nation be physically tough, mentally strong, 
and morally sound.” 

Thomas Parran, M.D. 


Surgeon General, United States 
Public Health Service 


“*Shoe leather epidemiology ’ in regard to 
tuberculosis case finding differs from ‘ swivel 
chair epidemiology ’—which consists of at- 
tempting to solve a problem by prepared 
statistics—in that it means going out on the 
highways, byways, and alleys, climbing the 
stairs, walking the streets, or bumping over 
country roads in order to ferret out the 
sources of tuberculosis infection.” 


Edward S. Godfrey, Jr., M.D. 


New York State Commissioner 
of Health 


“You cannot stop contagious disease with 
a law, a health officer, and a placard. You 
must get codperation of the people by edu- 
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cation, by persuasion, and by organization.” 
California and Western Medicine 


“Science is not an esoteric cult and scien- 
tific methods are not mysterious or magical 
processes. Huxley once defined science as 
trained and organized common sense, and 
scientific methods of inquiry are only the 
careful and accurate methods that are used 
by intelligent people everywhere in the affairs 
of everyday life. These methods consist in 
observation, comparison, analysis, and gen- 
eralization. Every sensible persons uses 
these methods in his business or profession, 
and in his judgment of men, policies, and 
institutions.” 

Edwin Grant Conklin, Ph.D. 
Professor of Biology, Princeton 
University 

“If I were not Professor of Medicine at 
Oxford University, I would wish myself above 
all else to be a district nurse.” 

The late Sir William Osler 


AU REVOIR OR FAREWELL?- 

As these words are written, the future 
of “ Credit Lines ” hangs in the balance. 
Readers will recall that this section of 
the Journal was undertaken in Sep- 
tember, 1940, at the request of the 
Editorial Board. It was agreed at the 
outset by the editors of “Credit 
Lines” and the members of the Board 
that this section was to be experimental. 
With this issue of the Journal, the ex- 
perimental period draws to a close. 
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Whether or not the life span of “ Credit 
Lines” is to be extended rests with the 
Editorial Board, which will decide either 
to ring down the curtain on this jour- 
nalistic venture or to prolong its lease 
of life under the present editors or 
under another sponsorship. 

Regardless of the Board’s verdict, the 
editors of this section wish to take this 
opportunity to thank those readers who 
have made contributions to “ Credit 
Lines.”” We have received a steady flow 
of pamphlets, posters, articles, and 
other materials for review and comment. 
We hope that the diversified nature of 
the contents of this section has perhaps 
kept some readers in touch with devel- 
opments of which they might not other- 
wise have been aware. 

We are indebted to those readers who 
have sent us material from all sections 
of the country, and regret that it was 
impossible to review every item sub- 
mitted because of space limitations. 
These contributions have made us 
doubly aware of the fact that a wealth 
of excellent health education material 
is produced by workers “ from border 
to border and coast to coast.’”’ Much of 
the material reviewed shows originality, 
freshness, and talent of a high level. 
May health education continue its 
present trend! 
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BOOKS AND REPORTS 


I Remember—By Abraham Flex- 
ner. New York: Simon and Schuster, 
1940. 414 pp. Price, $3.75. 

This autobiography of Abraham 
Flexner presents a picture of his many 
sided interests as student, schoolmaster, 
member of the Carnegie Foundation for 
the Advancement of Teaching, member 
of the General Education Board of the 
Rockefeller Foundation, and founder 
and first director of the Institute for 
Advanced study at Princeton. 

As a student at Johns Hopkins, Dr. 
Flexner benefited from the influence and 
the teachings of President Gilman of 
Johns Hopkins University, and the group 
of pioneers associated with him. The 
Medical School at Johns Hopkins, and 
the system of medical education pre- 
vailing in Germany before the first 
World War, were used by Dr. Flexner 
as models for adequate medical educa- 
tion. As a result, Dr. Flexner was com- 
mitted to the principles of high stand- 
ards in medical education, and to the 
theory of full-time professors in both 
the clinical and pre-clinical branches 
carried on in medical schools, and 
devoted much energy toward the estab- 
lishment of these high values in the 
United States. 

As a result of Dr. Flexner’s efforts, 
medical education in a number of the 
leading medical schools of the United 
States were put on what he termed a 
“university level” by the adoption of 
full-time teachers, made possible by the 
establishment of increasing endow- 
ments. On Flexner’s recommendation 
John D. Rockefeller set aside the sum 
of fifty million doilars, to be devoted to 
the advancement of higher standards in 
medical education in the United States, 


and by skillful planning and much per- 
sonal effort, Dr. Flexner and his co- 
workers were responsible for adding a 
half billion dollars to the endowment 
of medical schools in America. 

The period covered by this book pre- 
sents a vivid picture of the evolution of 
medical education from the almost un- 
believably low level maintained at the 
beginning of the present century to the 
present much more satisfactory stand- 
ards for medical education in America. 

This book of 29 chapters and over 
400 pages should be particularly inter- 
esting to medical men, educators, and 
others concerned with higher and more 
satisfactory educational standards. 

CHARLES F. WILINSKY 


Sewage Treatment Works: Ad- 
ministration and Operation—By C. 
E. Keefer. New York: McGraw-Hill, 
1940. 673 pp. Price, $6.00. 

This timely and needful book shows a 
definite purpose with careful planning 
and execution. It is stated to be the 
first book since 1914 devoted exclu- 
sively to the operation of sewage plants. 
Rapid progress in sewage treatment 
has been achieved in recent years. 
Older methods of treatment have been 
improved or outmoded, new processes 
have been developed, mechanical equip- 
ment has come into general use, exten- 
sive research has been conducted, and a 
tremendous volume of widely distrib- 
uted literature and experience has been 
accumulated. The apparent purpose is 
to provide an up-to-date text and ref- 
erence book, not only for plant super- 
intendents and operators but also for 
state and municipal officials, designing 
engineers, and others who should be 
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familiar with operating problems and 
their solution. 

This book provides a practical man- 
ual for the operation of sewage treat- 
ment plants, but it is much more than 
this. Several entire chapters and a 
considerable portion of most chapters 
are devoted to the basic principles of 
sewage treatment and to concise descrip- 
tions of the various methods and 
equipment available for different types 
of plants. The discussions of funda- 
mentals and of the numerous aspects 
of plant operation are supported and 
amplified by nearly 200 tables of 
selected data, 167 photographs, charts, 
and other figures, and 850 references 
listed at the ends of chapters. An 
excellent index occupies the last 62 
pages. 

In spite of the volume of material 
covered and the comparison of conflict- 
ing opinions and competitive equipment, 
the book is not controversial or con- 
fusing. The text is clear and concise, 
adheres to conservative practice, and 
does not extend itself unduly into the 
fields of design and construction. For 
use as a reference book by those who 
have difficulty in obtaining quoted pub- 
lications, the few extra necessary 
to have included the titles and number 
of pages of each reference would have 
been fully justified. Also certain tables 
on the same subject would be more 
useful if they could have included com- 
parable data such as population served, 
sewage flow, and rates of filtration 
which were sometimes omitted. The 
logical arrangement, cross-references in 
the text, the frequent use of outlines to 
present details, and a clear marking of 
chapter headings and sections all make 
for convenience and ease of use. 

The allocation of space to various 
subjects is logical, with major emphasis 
on treatment processes that are well 
established and widely used. Of the 32 
chapters, the first 5 are devoted to gen- 
eral subjects such as principles of 
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administration, characteristics and com- 
position of sewage, and methods of 
analysis. Most other chapters deal 
with particular treatment processes with 
4 chapters on disposal of sewage efilu- 
ents, plant beautification, sewage plant 
records, and the cost of sewage treat- 
ment respectively. Most chapters 
follow a rather uniform plan including 
a concise definition of the problems 
covered and methods of solution, a dis- 
cussion of fundamentals, a description 
of structures and apparatus, general and 
detailed suggestions for operation and 
maintenance, and an analysis of operat- 
ing costs. Emphasis is placed on public 
health consideration including the 
necessity for supervision of plant opera- 
tion by health departments and the 
responsibility of the operator to produce 
an effluent which will prevent danger to 
health. 

All in all this first edition reflects the 
ability, serious purpose, and conscien- 
tious work of the author and should 
prove a valuable contribution in the 
interest of more efficient and economical 
sewage treatment. Roy J. Morton 


Psychiatric Social Work—By Lois 
Meredith French. New York: Com- 
monwealth Fund, 1940. 343 pp. Price, 
$2.25. 

This book makes available for the 
first time a very comprehensive descrip- 
tion and analysis of the field of 
psychiatric social work. Sponsored by 
the American Association of Psychiatric 
Social Workers, a study of this profes- 
sional field was conducted over a period 
of years under the supervision of the 
Advisory Committee on Standards. 
Psychiatric social work is defined as 
“social work practiced in connection 
with psychiatry and mental hygiene in 
organizations that have for their 
primary purpose the study, treatment 
and prevention of mental and nervous 
disorders.” 

After a discussion of social work in 
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relation to psychiatry, the origin and 
srowth of psychiatric social work is 
described and analyzed. First develop- 
ing in mental hospitals and clinics about 
25 vears ago, trained psychiatric social 
workers later came to be employed in 
various capacities in a wide variety of 
social and educational agencies and 
institutions. A_ statistical analysis is 
presented of the number and training 
of workers, types and turnover of 
employment, salaries and opportunities 
for placement. 

Probably the sections of most interest 
to workers in the public health field are 
those dealing with psychiatric social 
work in hospitals and clinics, in public 
health nursing organizations, and trends 
in social treatment. Requirements for 
admission and graduation and content 
of courses of training in psychiatric 
social work are also of interest to those 
who might be interested in entering the 
field. CLARA BASSETT 


The Association’s Work During 
1939-40. Toronto: Canadian Public 
Health Association, 1941. 53 pp. 

This twenty-eight year old Associa- 
tion of 2,800 members, through active 
committees, accomplished much during 
the year reported toward improved 
standards of health administration and 
service. A survey of full-time health 
units in Canada, including some 75 
municipalities, was conducted (forms 
appended to this report) to provide in- 
formation on the number and training 
of personnel, scope of organization, and 
extent of expenditures for health, hos- 
pital, and associated services. 

Fifty-four candidates presented them- 
selves for examinations, held in seven 
provinces, leading to the certificate in 
Sanitary Inspection. Since this unique 
venture was initiated by the Association 
in 1935, certificates have been awarded 
to 180 sanitary officers. A new edition 
of the 260 page manual for instruction 
for sanitary officers was published. 
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Certification is becoming the standard 
of qualification for employment in 
municipal and provincial health depart- 
ments. “ Not only is there a better ap- 
preciation by the appointing bodies of 
the contribution of the sanitary officer 
to the health program, but it raises the 
status of the individual inspector and 
has the added advantage of taking such 
appointments out of the field of local 
politics.” 

The conduct of the third Canadian 
Rural Health Conservation contest 
demonstrated the value of this method 
of stimulating local interest in health 
departments. The contest was held in 
30 participating units through the 
codperation of the American Public 
Health Association and with financial 
support from the W. K. Kellogg Foun- 
dation. A committee worked on the 
preparation of a Standard Milk Ordi- 
nance and surveyed the extent of milk 
distribution in municipalities of 2,000 
population and over. The Laboratory 
Section held a Christmas meeting with 
representatives in attendance from all 
parts of Canada. Gratifying progress 
is reported by the Vital Statistics Sec- 
tion in strengthening the teaching of 
vital statistics in medical schools. An- 
other noteworthy achievement was the 
publication of The Development of 
Public Health in Canada, a review of 
the history and organization of public 
health in the nine provinces, with an 
outline of the Health Section of the 
Federal Department of Pensions and 
National Health. _Ira V. Hiscock 


The Romance of Medicine in 
Canada—By J. J. Heagerty. Toronto, 
Canada: Ryerson Press, 1940. 113 pp. 
Price, $1.25. 

Tragedy and drama certainly, but 
hardly romance, is this epitome or sum- 
mary in pocket form of the author’s 
important earlier work Four Centuries 
of Medical History in Canada. 

Dour and bitter was the struggle for 
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life, for national empire, for the ex- 
ploitation of Christianity, along the 
shores of the St. Lawrence and at the 
seaports. Familiar is the story of 
superstition, ignorance, devotion, loy- 
alty to King and Church in their ex- 
perience with the fury of diseases which 
swept away Indians and colonists, ships’ 
crews and passengers, Sisters, surgeons, 
and explorers with equal ruthlessness. 

Concise, reasonably complete, well 
documented, with generous and aptly 
chosen quotations the story sweeps 
swiftly through the 113 brief pages of 
this pocket narrative refreshing alike to 
lay and medical reader in the review of 
the characteristics of scurvy, smallpox, 
typhus, plague, cholera, and syphilis in 
all their raw brutality unopposed by 
effective knowledge or resources. 

A glimpse of such medical care as 
prevailed under the French regime; 
admirable notes of the origin and 
sequence of hospitals from 1639 to 
recent times; the mystery of the Mal 
de Mal Baie, the story of leprosy and 
influenza; the personalities and growing 
strength of medical education and in- 
stitute aid for the sick since the British 
have controlled the Dominion; and 
finally a few words of the practice of 
the curative and preventive arts of 
medicine to recent times; of such is the 
substance of the 9 chapters, each a con- 
venient unit for a lecture to students of 
medicine, nursing, or public health. 

Our best wishes go to the author who 
has devoted his scholarship to this 
token, this practical contribution to war 
relief through the Canadian Red Cross. 

HAVEN EMERSON 


Diagnostic Procedures and Re- 
agents—By various authors. 1st ed. 
New York: American Public Heaun 
Association, 1941. 352 pp. Price, 
$2.75. 

The usefulness of Standard Methods 
of Water Analysis has doubtless 
prompted the preparation, under the 
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auspices of the American Public Health 
Association, of what might be regarded 
as a companion volume in the field of 
communicable diseases. The resulti 
book is excellent in concept and good 
in execution, and should prove to be 
an indispensable addition to the library 
of practising _bacteriologists 
serologists. 

The first section, devoted to a de- 
scription of culture media, stains, re- 
agents, and solutions, is remarkably 
complete. The formulae, together with 
brief but explicit directions for prepa- 
ration, are given for over sixty different 
media. In the next section the bac- 
teriostatic action of various dyes is de- 
scribed, and then follow papers on the 
principal diseases and organisms with 
which the public health laboratory is 
called upon to deal. Each topic is 
covered by a writer of competence in 
the particular field under discussion, 
and the entire book represents a con- 
cise and authoritative presentation of 
the laboratory methods of choice in the 
diagnosis of the communicable diseases. 
There is a good bibliography. 

In the first edition of so ambitious a 
work, it is to be expected that omissions 
will be noted and the need for changes 
recognized. The chapter on the tox- 
icity of dyes could profitably be ex- 
panded to include a discussion of other 
bacteriostatic agents. Methods for the 
recovery and identification of the 
dysentery bacillus should receive fuller 
treatment, and inclusion of a brief 
chapter on the laboratory diagnosis of 
Weil’s disease is indicated. 

Perhaps one of the most difficult 
problems confronting the editor of a 
book of this sort is the extent to which 
the serodiagnosis of syphilis is to be 
covered. While the section in this book 
is admirably written, it is obviously a 
compromise and in the reviewer's 
opinion not altogether satisfactory. 
The complement-fixation test is ade- 
quately described, but an attempt is 
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made to give only the general principles 
of the flocculation test. Since the 
average serologist probably tends to 
think in terms of a specific test, regard- 
less of the essential similarity of most 
of the tests, it would be desirable to 
vive more precise directions for per- 
forming several of those in common use. 

[hese minor criticisms should not 
obscure the real merit of the book. It 
is more comprehensive than the ordi- 
nary laboratory manual and more 
serviceable for routine use than some of 
the larger texts on laboratory methods. 

B. TURNER 


Sewage Treatment—-By Karl. /m- 
hofi and Gordon Maskew Fair. New 
York: Wiley, 1940. 370 pp. Price, 
$3.00. 

The authors’ statement that this is a 
book intended to present briefly and 
simply the considerations and calcula- 
tions that enter into the design and 
operation of modern sewage treatment 
plants is a fair and to-the-point asser- 
tion of the book’s scope and value. 

The book is different in that extra- 
neous description of sewage treatment 
units has been omitted and the essen- 
tials of best practice are presented in a 
form readily understandable. The book 
can hardly be recommended for persons 
without some technical knowledge or 
experience in the field, as the authors 
jump quickly and deeply into the heart 
of modern sewage treatment practices. 

The volume has several particular 
appeals for the designer and operator of 
sewage treatment plants: 

1. It furnishes an up-to-date authoritative 
brush-up course on current practice and will 
no doubt clarify many phases of the subject 
for the reader. 

2. The diagrammatic sketches, tables, and 
graphs used to illustrate the text, are com- 
plete, readily deciphered, and exclude un- 
necessary detail frequently present in photo- 
graphs. There are no photographs in the 
book. . 

3. The text is crammed with data on quan- 
tities of sewage materials, permissible loadings 
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of units, design factors and operating results 
to be expected from various treatment units 
These data are an extract of the best infor- 
mation available and have been presented in 
the most concise form of any book to appear 
in recent years. 

4. The reader will like the illuminating 
section on Industrial Waste, which is con- 
densed into 30 pages and includes a table on 
the composition of all the more common 
wastes. 

5. It discusses clearly and adequately the 
important co-subjects of self-purification ot 
receiving waters and the considerations which 
should be made in disposal of sewage in such 
waters. 


The book closes with chapters on 
sample calculations and a suggested 
reading list to supplement the material 
presented in the volume. It is a refer- 
ence book which should be pulled off 
the shelf frequently. 

LeRoy W. VAN KLEECK 


Mental Health in the Classroom 
(13th Year Book)—By the Depart- 
ment of Supervisors and Directors of 
Instruction. National Education As- 
sociation, Washington, D. C., 1940. 
304 pp. Price, $2.00. 

Mental Health in the Classroom, 
not to be confused with Mentat Hy- 
giene in the Classroom, which is a 44 
page pamphlet published by the 
National Committee for Mental Hy- 
giene, is a rather comprehensive treat- 
ment of the teacher’s problem of pro- 
moting the wholesome mental growth 
of children. It is intended, as Paul 
Witty, Chairman of the Committee 
says in his introduction, “for school 
people and directed toward the prob- 
lems of teachers, administrators, and 
supervisors.” There is no doubt, how- 
ever, that this book will be helpful to 
others who work daily with children. 

It is possible here, only to outline 
the scope of the book. It is divided 
into three sections. Section I contains 
5 chapters which discuss the basic con- 
cepts of mental hygiene. By far the 
most stimulating and readable chapter 
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is the first, written by Lawrence K. 
Frank of the Josiah Macy Jr. Founda- 
tion. It is well worth owning the whole 
book to have this chapter which covers 
the basic needs of the child. Anyone 
who reads it should gain new insight 
into child growth and development. 
Section II deals with the practical ap- 
plication in the classroom of principles 
of mental health. The _ illustrations 
cover all ages and grade levels. One 
of the outstanding chapters of this sec- 
tion is the presentation of some of the 
problems of adolescent children. In 
the third and final section, the problem 
of teacher training is discussed. Paul 
Misner discusses ‘“‘ In-Service Growth of 
Teachers.” The school administrator 
who reads this may find help in plan- 
ning his own in-service programs. 

W. Carson Ryan has written the con- 
cluding chapter. It deals with pre- 
service training and teacher growth. 
This is a scholarly presentation and a 
fitting climax to the book. He points 
out that the increasing development of 
the administrative and “ school-keep- 
ing ” aspects of education have resulted 
in the loss of some of the most valuable 
earlier concepts of teacher training, 
namely, the need to train teachers in 
knowing and dealing understandingly 
with children and youth as human be- 
ings. This idea was appreciated more 
than 100 years ago in the earliest days 
of the American school, but it has been 
forgotten during the expansion of edu- 
cation into “ big business.” As recently 
as four or five years ago Dr. Ryan 
found that many teacher training insti- 
tutions failed to appreciate the im- 
portance of this concept in the organi- 
zation of their teacher training courses. 

If there is any criticism of this book, 
it is the criticism that it lacks con- 
tinuity. This is a weakness which is 
almost unavoidable in a symposium 
when there are many contributors. The 
average Classroom teacher may miss the 
woods for the trees, because of the 
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slightly different points of view and 
emphasis given the subject by the 
various writers. However, there are 
important chapters which have been 
previously mentioned, and those who 
read these ought to secure sufficient 
appreciation of the mental growth and 
development of the child and his basic 
needs to aid in their daily contacts with 
children. One additional feature of the 
book which should be helpful to 
teachers is an annotated bibliography. 

GEorRGE M. WHEATLEY 


Wolf Child and Human Child— 
By Arnold Gesell, M.D. New York: 
Harper, 1941. 107 pp. Price, $2.00. 

This account of the extraordinary 
life history of a feral child was recon- 
structed by the well known American 
author and student of child develop- 
ment from a diary record of the girl's 
life in an East Indian orphanage. The 
gaps in the narrative of the early years 
of her life were filled in with material 
obtained by Gesell from the study of 
many normal children. The biography 
is interesting because of its mythlike 
qualities, and because the author has 
used the story as a vehicle for setting 
forth in simple terms the facts of 
growth of the healthy infant and young 
child which heretofore he has published 
in technical treatise. 

Mitton J. E. SENN 


Plumbing and Public Health— 
By Arthur B. Cronkright and Arthur 
P. Miller. Washington, D. C.: U. S. 
Government Printing Office, 1940. 118 
pp. Price, $.30. 

Public Health Bulletin No. 256 is a 
worth while publication. It should be 
of interest to public health officials and 
of value to those immediately respon- 
sible for proper installation of plumbing 
and its appliances. The illustrations 
and cuts contained are compact and in- 
structive, and the summing up of data 
on pages 82 and 84 is quite conclusive. 
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The descriptive matter is concise and 
worded in such a manner that it should 
be of great help to those interested in 
this phase of public health. 

The bulletin makes direct reference 
to the dangers of having plumbing 
work done by the “handy man,” and 
the disastrous results which may arise 
from installations made by persons not 
familiar with the potential hazards of 
modern appliances. It is doubtful that 
the public appreciates fully these 
dangers, or understands the necessity of 
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having all plumbing work installed by 
journeymen plumbers under the direct 
supervision of master plumbers who 
have kept up to date with the improve- 
ments in plumbing practice. 

The only criticism which the reviewer 
has to offer is that the bulletin fails to 
emphasize the necessity of having 
municipal plumbing regulations which 
prohibit dangerous interconnections and 
siphonable fixtures. Many such inter- 
connections and fixtures now exist. 

ERNEST J. SULLIVAN 


BOOKS RECEIVED 


MenTAL Disease AND SocraL WELFARE. By 
Horatio M. Pollock. Utica: State Hospi- 
tals Press, 1941. 237 pp. Price, $2.00. 

INTRODUCTION TO PsyCHOBIOLOGY AND Psy- 
cuiaTry. By Esther Loring Richards. St. 
Louis: Mosby, 1941. 357 pp. Price, $2.50. 

YoutH, FaMity, AND Epucation. By Joseph 
K. Folsom. Washington: American Coun- 
cil on Education, 1941. 299 pp. Price, 
$1.75. 

Tue HEART IN PREGNANCY AND THE CHILD- 
BEARING Ace. By Burton E. Hamilton and 
K. Jefferson Thomson. Boston: Little, 
Brown, 1941. 402 pp. Price, $5.00. 

Drier in Inrections Corps. By 
Egon V. Ullmann. 2d ed. New York: 
Macmillan, 1941. 185 pp. Price, $2.00. 

Tue Docror Taxes a Hotmway. An Auto- 
biographical Fragment. By Mary McKib- 
bin-Harper. Cedar Rapids: The Torch 
Press, 1941. 349 pp. Price, $2.50. 

MepicaL Aspect or Boxinc. By Ernst Jokl. 
Pretoria, So. Africa: Van Schaik’s Book- 
store, 1941. 251 pp. Price, $2.00. 

Famity EXpenpITuREs FoR Mepicat Care. 
Five Recrons. Government Printing Office, 
Washington, 1941. 241 pp. Price, $ .30. 

Your Docror to Herp You Series: 


Gastric or Duodenal Ulcer. 53 pp. 

Colitis. 30 pp. 

Gallstones and Disease of the Gallbladder. 
41 pp. 


Sick Headache or Migrane. 37 pp. 
Food Allergy, 50 pp. 


Dr. Walter C. Alverez, Editor-in-Chief. 


New York: Harper, 1941. Price, $ .95 each, 

Arr Ram Precautions. In Ten Parts. Re- 
printed by Permission of the Controller of 
His Britannic Majesty’s Stationery Office. 
First American Edition. Brooklyn: Chem- 
ical Publishing Co., 1941. Price, $3.00. 

PUBLICATIONS OF THE UNIVERSITY OF PENN- 

SYLVANIA BICENTENNIAL CONFERENCE 

Hypertension. By Harry Goldblatt, et al, 
Price, $ .50. 

Cause and Growth of Cancer. 
F. Fieser, et al. Price, $ .75. 

Dental Caries. By Henry Klein, et al. 
Price, $ .50. 

Problems of Intestinal Obstruction. By 
John P. Peters, et al. Price, $ .50. 

University of Pennsylvania Press, Phila- 
delphia, Pa., 1941. 

Tue RELATIONSHIP OF THE FepERAL GOVERN- 
MENT TO THE EpucATION oF YOUTH OF 
Seconpary-ScHoot Ace. Washington: Na- 
tional Association of Secondary School 
Principals, 1941. 24 pp. Price, 5¢ to 10¢ 
depending upon number ordered. 

PERSONAL ProBLEMS OF Everypay Lure. 
Practica, Aspects oF Mentat Hycrene. 
By Lee Edward Travis and Dorothy Wal- 
ter Baruch. New York: Appleton-Century, 
1941. 392 pp. Price, $2.75. 

Textsooks or Dietetics. By L. S. P. David- 
son and Ian A. Anderson. New York: 
Hoeber, 1941. 324 pp. Price, $4.25. 

Pusitic Works Encrveers’ YEARBOOK 1941. 
American Public Works Association, Chi- 
cago, 1941. 404 pp. Price, $3.50. 


By Louis 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PATTERSON, PH.D. 


The Last Step—Finding unsus- 
pected tuberculosis is a major pub- 
lic health responsibility. Competent 
fluoroscopy, supplemented by x-ray 
photography is a reliable method of 
finding tuberculosis. That in brief is 
the gist of this persuasive paper. 

Brock, R. G. Case-Finding In Tubercu- 
losis. Am. Rev. Tuberc. 43, 2:213 (Feb.), 
1941. 


Proof That It Can Be Done— 
Health education can change eating 
habits even in “ Little Italy.” Children 
in homes where the instruction was 
given ate more milk, eggs, fruit, and 
vegetables than in the control house- 


holds. 

Boveg, D. L., and Downes, J. The In- 
fluence of Nutrition Education in Families of 
the Mulberry Area of New York City. Mil- 
bank Quart. 19, 2:121 (Apr.), 1941. 


Poor Housing and Illness Rates 
—Here is pretty convincing evidence 
of what you have assumed, that when 
more than one and a half persons are 
crowded in one room disabling illness is 
greater than in households in which 
there are one or less persons per room. 
Pneumonia rates increase strikingly 
with crowding. Digestive disorders are 
less frequent in families which can 
boast of inside toilets. Despite all the 
other social factors that cannot be 
ignored, there is undoubtedly a broad 
association between housing and health. 

Britten, R. H. Illness and Accidents 
among Persons Living under Different Hous- 
ing Conditions. Pub. Health Rep. 56, 13:609 
(Mar. 28), 1941. 


Even the Title Is Excellent—- 
Addressed to health workers concerned 
with maternal hygiene, this forceful re- 


minder that they neglect their golden 
chances to instruct their patients ap- 
plies equally to all the rest of us. 
“What goes on in the minds of these 
(expectant) mothers as they sit on the 
hard (clinic) benches?” the writer 
asks. You will agree that her specu- 
lations are pointed as well as barbed. 


Corsin, H. Writing on the Wall. Med 
Woman’s J. 48, 3:88 (Mar.), 1941. 


War and Pestilence—Although ex- 
perience from the past cannot be de- 
pended upon to provide infallible rules 
for victory in future military operations, 
much can be learned from this reveal- 
ing summary of health hazards in past 
wars and the present one. 

Councett, C. E. War and Infectious Dis- 
ease. Pub. Health Rep. 56, 12:547 (Mar. 
21), 1941. 


Fluorine vs. Dental Caries, Again 
—In four Chicago suburbs having water 
supplies with traces of fluorine, the 
children were found to have incidence 
rates of dental caries varying from 252 
to 323. In three suburbs with fluorine- 
free water the rates varied from 673 
to 810. Considering that the popula- 
tion groups are much alike one would 
be hard put to it to ascribe these dif- 
ferences to anything other than water 
supply. 

Dean, H. T., et al. Domestic Water and 
Dental Caries. Pub. Health Rep. 56, 15:761 
(Apr. 11), 1941. 


Instead of “ Health Insurance ”— 
Development of group medicine, ex- 
tension of voluntary prepayment plans 
for hospital and medical care, voluntary 
cash indemnity insurance to meet sick- 
ness costs; all these, supplementing 
adequate public health services and 
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public care for the indigent should 
prove the basis for a satisfactory 
American health plan. 
Emerson, H. The Question of Socialized 
Medicine. New York State J. Med. 41, 
(Apr.), 1941. 


Seeing’s Believing — Some of us 
may have seen the illuminated sneeze 
so many times that the whole idea is 
becoming a bit of a bore (it will help 
if you will remind yourself that the 
picture comes as startling news to the 
lay viewers whenever it is shown or 
published ). Here, however, you can 
compare the full-blown sneeze with an 
apologetic cough or the mere pro- 
nunciation of the letter “ f.””, How many 
droplets per “ f”’ would you expect? 

Jennison, M. W., and Turner, C. E. The 
Origin of Droplet and Air Borne Infections. 
Trained Nurse & Hosp. Rev. 106, 3:186 
(Mar.), 1941. 


Where Explosives Are Made— 
Many public health administrators are 
facing, or will have to face, new health 
hazards arising from our rapidly ex- 
panding defense industries. One in- 
stance of what our contemporaries 
north of us are doing to anticipate their 
difficulties is this brief description of 
a method to measure T.N.T. in work 


room atmospheres. 

Kay, K. Determination of T.N.T. (2, 4, 6 
—Trinitrotoluene) in the Air. Canad. J. Re- 
search. 19, 3:86 (Mar.), 1941. 


About Tuberculosis— Only two 
pages long, this excellent paper is 
packed with what every single health 
worker should know. What the author 
was taught about tuberculosis twenty- 
five years ago, and the modern concept 
of case finding and care are related in 
vivid contrast. 

Kinc, D. S. A Quarter-Century of Prog- 
ress. Bulletin (Mat. Tuberc. Assoc.). 27, 
4:55 (Apr.), 1941. 


It’s Always Later Than You 
Think—During what years of their 
lives are pioneers in medicine and pub- 
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lic health most likely to make their 
greatest contributions to scientific ad- 
vancement? This is the question 
posed. It is almost unthinkable that 
any one of us would not want to know 
the answer. I hope that the bald re- 
telling here that the production peak is 
at ages 35-39 will not lessen your 
desire to read the whole paper, which 
you should for there is much more to 
be found in it. 


Lenman, H. C. The Creative Years: 
Medicine, Surgery, and Certain Related 
Fields. Scient. Monthly. 52, 5:450 (May), 
1941, 


Promoting Population Increase— 
Unsuccessful attempts by certain Euro- 
pean countries to raise the birth rate 
by piddling allowances made to fecund 
families are reported upon. In Ger- 
many the birth rate increase is at- 
tributed to the new confidence of the 
German people and their desire to help 
the revolution. Spiritual, rather than 
economic factors count most. 

McCreary, G. F. The Pre-War European 
Population Policies. Milbank Quart. 19, 2:105 
(Apr.), 1941. 


More Than 60 Per Cent are 
Females—All the statistics about can- 
cer incidence, prevalence, and distribu- 
tion that one could possibly want to 
know seem to have been set forth in 
this study of the 5,833 cancer cases 
reported in Detroit in 1937. Useful 
graphs and tables are appended. 

McDowe tt, A. J. The Incidence of Can- 
cer in Detroit and Wayne County, Michigan, 


1937. Pub. Health Rep. 56, 14:703 (Apr. 
4), 1941. 
Yes, It Can Happen Here— 


When you hear bombs falling in your 
neighborhood, forget your dignity and 
fall flat. This bit of advice is thrown 
in for good measure in a discussion of 
British experience in giving first aid to 
those injured in air raids. 

Mircuiner, P. H. General Principles of 
Treatment of Air-Raid Casualties. Brit. M. 
J. No. 4182: 309 (Mar. 1), 1941. 
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For Your Rapidly Graying Hairs 
—That there is an anti-gray-hair vita- 
min among the big family of “ B’s” 
can be shown, but it is hard to identify 
and expensive to put back in our super- 
refined, then “enriched” food stuffs. 
Will the hair-darkener vitamin prevent 
premature aging? That question re- 
mains to be answered. 


Morcan, A. F. Vitamins and Senescence. 
Scient. Monthly. 52, 5:416 (May), 1941. 


Like the Daring Young Man— 
Do you know what an aerosol is? If 
you do not, perhaps this study will be 
news to you. If, in a chamber of 
gently moving air, a culture of a patho- 
genic organism is sprayed, plates ex- 
posed to air samples at intervals up to 
an hour or more will show numerous 
colonies. But if certain glycol com- 
pounds are sprayed as a very fine mist 
after the organisms are introduced the 
test plates remain sterile. To get a 
true picture of the control methods 
employed you must read the item. 

Ropertson, O. H., et al. Sterilization of 
Air by Certain Glycols Employed as Aerosols. 
Science, 98, 2409:213 (Feb. 28), 1941. 


All That’s New in Sewage Treat- 
ment—Does your work call for knowl- 
edge about the latest word in industrial 
waste treatment, the sanitary improve- 
ment of streams, or the fundamental 
principles of sludge removal and diges- 
tion? Then here you will find all the 
important new papers—250 of them— 


summarized for your benefit. 
Rupotrs, W., et al. A Critical Review of 
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the Literature of 1940 on Sewage and Waste 
Treatment and Stream Pollution. 
Works J. 13, 2:187 (Mar.), 1941. 


Sew age 


Scientific News Item to Remem- 
ber—Half the children in certain insti- 
tutions in New Jersey and vicinity are 
being vaccinated with measles virus 
grown on chick embryos. The other 
children will serve as controls. The 
vaccine will not be released for general 
use until the extent and length of im- 
munity are known, though it may 
possibly be given a trial in the army. 

Starrorp, J. Anti-Measles Vaccine. Science 
(Supplement). 93, 2411:9 (Mar. 14), 1941. 


Progress in Cancer Research— 
Persistent, comprehensive study of 
dietary and chemical therapeutic meas- 
ures may some day give us the means 
to save thousands of lives from cancer, 
this eminent researcher believes. 

Vorctiin, C. Possibilities of Improved 
Therapy for Cancer Patients. J.A.M.A. 116, 
14:1491 (Apr. 5), 1941. 


Children with Rheumatic Hearts 
—Adequate bed care for children with 
acute rheumatism and rheumatic heart 
disease is costly in time, effort, and 
facilities. A 5 year demonstration 
proved that it is practical on a com- 
munity-wide basis. Is it worth while? 
How many lives were saved? Tenta- 
tive answers are found in the several 
papers of this stimulating symposium. 

Waite, P. D., e¢ al. The Convalescent 
Care of Children with Heart Disease Due to 
Rheumatic Fever (and three related papers). 
New. Eng. J. Med. 224, 15:627 (Apr. 10), 
1941. 
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ASSOCIATION NEWS 


The 70th Annual Meeting 


L. Van D. Chandler, Chairman, Publicity Committee 


‘¢ CET sail for Atlantic City for the 

70th Annual Meeting of the 
American Public Health Association ” 
is the slogan the New Jersey Local 
Committee is using on its letterhead, 
and it is good advice. 

This important anniversary takes 
place from October 14 to 17. The city 
with the Atlantic Ocean as its front 
yard is never more beautiful than at 
that time of year. Lively, but not too 
crowded, sunny, warm and bright, the 
famous Boardwalk will lure delegates 
to brisk early morning walks, lazy 
noonday strolls, and chair-rides at 
sunset. 

Atlantic City is situated upon an 
island five miles out from the mainland 
of southern New Jersey. Separated 
from blue water only by a narrow shelf 
of curving beach and the Boardwalk, 
it rises to make a skyline that is one 
of America’s dramatic architectural 
spectacles. Its impressive hotels seem 
to stand at the edge of the surf, their 
loftiness accented against a smokeless 
sky. 

In the daylight there is color every- 
where, in the sea, the sky, the sands, 
and in the buildings. At night, the 
Boardwalk and the great piers stretch- 
ing seaward are outlined with electric 
lights. Beauty of natural setting, ex- 
cellence of hotel and meeting room 
facilities, and easy accessibility make 
Atlantic City one of the world’s most 
popular convention cities. 


HOTELS 

Association members indicate by the 
room reservations they have already 
made, how they are succumbing to the 
siren call of Atlantic City. The city 
itself, the promises of the Program 
Committee so far as scientific sessions 
are concerned, and the pledges of the 
New Jersey Committee in regard to 
entertainment, make a combination so 
tempting, no one with imagination 
could resist. The Convention Bureau 
reports nearly 1,000 reservations in the 
Hotel Traymore and nearby hotels 
which are residence headquarters. 

A map appears on page 654 showing 
the location of Boardwalk and Avenue 
Hotels in relation to Convention Hall, 
where all scientific sessions will be held. 
A reservation blank is provided. This 
should be filled in promptly and sent 
to the Housing Committee, 16 Central 
Pier, Atlantic City, N. J. 


RAILROAD RATES 
Elsewhere in the Journal, railroad 
fares from principal cities to Atlantic 
City are quoted. There are no conven- 
tion rates in effect. Local ticket agents 
should be consulted about routings. 


LOCAL COMMITTEE 
The Executive Secretary of the New 
Jersey Committee, Dr. Samuel L. 
Salasin, announces the appointment of 
officers and subcommittee chairmen and 
secretaries as follows: 
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THE NEW JERSEY COMMITTEE 


Honorary Chairmen 


Ropert C. CLOTHIER 

GOVERNOR CHARLES EpIson 

Dr. CHartes H. 
COMMISSIONER WILLIAM J. ELLis 
Dr. J. Lynn MAHAFFEY 


Chairman 
Hon. Thomas D. Taggart, Jr. 


Finance Committee 


Arthur S. Chenoweth, Chairman 
Frank J. Osborne, Vice-Chairman 


Entertainment Committee 
Dr. William J. Carrington, Chairman 
Charles H. Eastwood, Vice-Chairman 
Scientific Trips Committee 


Dr. David Allman, Chairman 
Cameron Freas, Vice-Chairman 


Meeting Rooms Committee 
Maurice Brunstein, Chairman 
Nellie McGurran, Vice-Chairman 

Transportation Committee 


Harold Feyl, Chairman 
R. C. Errickson, Vice-Chairman 


Executive Secretary 


Samuel Salasin, M.D. 


Reception Committee 


Major William F. Casey, Chairman 
William J. Orchard, Vice-Chairman 


Ladies Entertainment Committee 


Mrs. Samuel L. Salasin, Chairman 
Mrs. J. Lynn Mahaffey, Vice-Chairman 


Attendance Committee 


Richard Swift, Chairman 
Dr. Jos. R. Morrow, Vice-Chairman 


Publicity Committee 


L. Van D. Chandler, Chairman 
L. A. Wilkes, Vice-Chairman 


Registration Committee 


Dr. Clarence L. Andrews, Chairman 
Andrew J. Krog, Vice-Chairman 


Hotel Committee 


A. J. Morgan 
Florence McCann 


THE SCIENTIFIC PROGRAM 


The 70th Annual Meeting is taking 
place in one of the most eventful years 
in the life of anyone now living. It 
would be impossible for portentous 
national and international affairs not to 
affect the choice of speakers and sub- 
jects for the General and Section 
sessions. The Association last year 
adopted a resolution pledging to the 
national defense the united support of 
its members in whatever fields they may 
be called to serve, and rededicating 
itself to the maintenance of health in a 
free people. The program for the 
Atlantic City Annual Meeting is being 
developed in this spirit. While it men- 


tions the words “national defense ” 
only occasionally, its direction naturally 
tends toward the new problems posed 
by the defense effort. Nevertheless, 
“ Health for Three-Thirds of a Nation,” 
whether in emergent or ordinary times, 
still remains the underlying motive oi 
the Association’s activities and there- 
fore of its Annual Meeting program. 
The 70th Annual Meeting officially 
opens on Tuesday morning, October 
14, at 9:30. The ten Sections of the 
Association have a full quota of meet- 
ings beginning then and continuing 
through Friday afternoon, October 1’. 
At least four General Sessions will take 
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place during the four days. Through- 
out. there will be joint meetings with 
two or more Sections participating, and 
in collaboration with such organizations 
as the American School Health As- 
sociation, the Conference of State Sani- 
tary Engineers, the National Organiza- 
tion for Public Health Nursing, and the 
New Jersey Section of the American 
Water Works Association. 

The Eighth Institute on Health Edu- 
cation will be held on Sunday and Mon- 
day preceding the official opening of the 
meeting, and will conclude with an open 
session on Tuesday morning. The 
Committee on Administrative Practice 
sponsors an open session on Monday, 
and meetings are scheduled for that day 
of the Conference of State Laboratory 
Directors, the Conference of State 
Sanitary Engineers, the Conference of 
Municipal Public Health Engineers, the 
American School Health Association, 
the Association of Women in Public 
Health, the New Jersey Health and 
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Sanitary Association, the International 
Society of Medical Health Officers, and 
the State Directors of Health Education. 
In addition, numerous Association com- 
mittee meetings are being planned for 
Monday, as well as meetings of the 
Executive Board, the Governing Coun- 
cil, and of special groups assembled by 
related organizations. 

The Health Exhibit opens at noon 
on Monday to take advantage of the 
presence of several hundred early 
arrivals. Registration Headquarters 
will open at noon on Sunday, because 
it is believed that many people will 
elect to spend the week-end in Atlantic 
City, whether or not they attend any 
of the advance meetings, and it will be 
convenient for them to register early, ob- 
tain the official program, and leisurely 
plan their schedules for the week. 

The August Journal will contain full 
details about the advance meetings on 
Sunday and Monday, and about Section 
and General Sessions. 
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RaTEs Quotep By ATLANTIC City Horets 
Seventieth Annual Meeting, October 14 to 17, 1941 
AMERICAN PusBLic HEALTH ASSOCIATION 


ALL RATES QUOTED ARE FOR ROOMS WITH BATH ON EUROPEAN PLAN 
(Rooms without Bath and Two Bedrooms with Bath Between Are Available in Some Hotels) 


A T L AN TI Cc cIT’y Boardwalk Hotels : 


= Key | Single Rooms Double Rooms 
No. | with Bath with Bath 
32 Ambassador . $3-$4-$5-$6 $6-$7-$8-$10 
22 Brighton .... $3-$4-$5 $5-$6-$7-$8 
6-7 Chalfonte- | 
Haddon Hall  $3-$4-$5-$6-$8 | $6-$8-$10-$12 
33 Chelsea ..... $3-$4-$5 $5-$6-$7-$8 
28 Dennis .....| $3.50-$4-$5-$6 | $6-$7-$8-$9-S10 
14 Knickerbocker! $3-$3.50-$4 $5-$6-$7 
11 New Belmont $2.50-$3 $4-$5-$6-$7 
] 34 President ... $3 $5.50-$7-$8 
31 Ritz - Carlton} $3-$3.50-$4-$5 | $5-$6-$7-$8-S10 
4 Seaside ..... $3-$3.50-$4 $5-$6-$7 
29 Shelburne ...| $4-$5-$6-$8-$10 | $6-$7-$8-$10-$12 
21 Traymore ... $8-$10-$12 
eae 550: All hotels offer Suites and DeLuxe Rooms. 
Rates can be ascertained by direct cor- 
(i respondence with the individual hotels. 
Avenue Hotels 
om 
Key Single Rooms Double Rooms 
Td No. with Bath with Bath 
Cd 30 Arlington ... $3.50-$4 $5-$6 
19 Byron ...... $4.50-$5-$5.50-$6 
8 Colton Manor| $3-$3.50-$4-$5 | $5-$6-$7-$8-59 
25 Crillon* .... $5-$6 
§ 26 Eastbourne .. $4.50-$5-S6 
AYE 15 Flanders .... $3-$4 $5 
24 Glaslyn- 
Ge Chatham .... $5 
ted Samael 17 Jefferson .... $3-$3.50 $5-$6 
"4 18 Kentucky ... $2.50 $4 
9 Lafayette ...|  $3-$3.50-$4 $5-$6-$7 
20 Madison ....|  $3-$3.50-$4 $5-$6-$7 
16 Monticello .. $5 
Morton ..... $2.50-$3-$3.50-$4 $5-$6-$7 
CJ == 10 Penn -Atlantic $3 $5 
13 Princess .... $2.50 $4 
ts, Runnymede. .| $2.50-$3-$3.50-$4 $4-$5-$6-S7 
6" 12 Senator ..... $3-$3.50-$4 $5-$6-$7 
wien 
EI ry * Breakfast Included 
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Moke than 1,000 reservations have already been made in the headquarters 
hotel—The Traymore—and other nearby hotels. Only double rooms at 
$8.00 and up remain in the Traymore. The lower priced accommodations in all 
hotels naturally go first. Reservations should be made promptly on the form 
printed below. Please send it to the Hotel Committee, 16 Central Pier, Atlantic 
City, N. J., and mot to the Association office. 

‘Between Convention Hall and the Traymore, the Boardwalk hotels where 
rooms are still available are the Shelburne and the Dennis. Beyond the Traymore, 
the Knickerbocker, Belmont, Chalfonte-Haddon Hall, and Seaside all offer 
excellent accommodations. Beyond Convention Hall, there are the Ritz-Carlton, 
Ambassador, and Chelsea Hotels. Do not overlook the Avenue hotels. Some are 
removed only a little distance from the Boardwalk, which to many people is no 
disadvantage. 


APPLICATION FOR HOTEL ACCOMMODATIONS 


American Public Health Association 


In making application for hotel accommodations, it is necessary that at least three 
choices of hotels be indicated and that a reasonable range of rates desired be shown. 
Whenever possible, arrangements should be made for double occupancy of rooms; 
only a limited number of single rooms are available. 


4. J. Morcan, Chairman 

16 Central Pier, 

Atlantic City, N. J. 


Dear Sir:—Please make hotel reservations noted below: 


Double Rooms with bath for .... persoms. ..................+. Rate desired $ to $.... per day 
Rate desired $ to $ per day 
Suites—Parlor, .... Bedroom(s) with bath for .... persons. .Rate desired $ to $.... per day 


If the hotel of first choice is unable to accept the reservation, the Hote: Committee will endeavor to 
comply with your second or third choice in the order named. You will receive direct confirmation frora the 
hotel accepting the reservation when made. 


Rooms will be occupied by: 


Name Street Address City State 


.........(Cut off on this line and mail to Mr. Morgan)............. 
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H ‘ i| RAILROAD FARES FROM VARIOUS PoINTs TO ATLANTIC City, N. J. 
American Public Health Association 
it October 14-17, 1941 
1 i One-way Round-trip One-way One-way 
BS, for Pullman for Pullman Lower Upper 
eS From Travel Travel Berth Berth 
‘tok Atlanta, Ga. $24.95 $39.70(2) $6 .60(8) $5.15(8) 
ta : Baltimore, Md. 4.90 9.65(3) 2.65 1.80 
Boston, Mass. 11.90 22.60(1) 3.20(8) 2.35(8) 
a | Buffalo, N. Y. 14.30 27.20(3) 3.15 2.20 
Chicago, Ill. 26.30 47.70(3) 6.30 4.35 
—— Cleveland, O. 16.15 30.50(3) 3.95 2.70 
a!) Dallas, Tex. 46.79 72.40(3) 12.40(8) 9.55(8) 
ct Denver, Col. 57.36 94.30(3) 13.95(8) 10.75(8) 
Duluth, Minn. 39.97 68. 25(3) 9.50(8) 7.35(8) 
5, Fort Worth, Tex. 47.68 73.70(3) 12.40(8) 9.55(8 
4, Indianapolis, Ind. 23.35 42.85(3) 6.05 4.1 
; a Jacksonville, Fla. 29.50 46.50(2) 7.90(8) 6.15(8 
a" Kansas City, Mo. 39.10 67.90(3) 9.45 7.20 
ti Louisville, Ky. 25.15 45.80(3) 6.30 4.35 
: 4 Los Angeles, Cal. 90.54 138 .00(6) 22.60(8) 17.35(8) 
ied Memphis, Tenn. 33.90 53.10(2) 8.95 6.80 
Milwaukee, Wis. 28.85 §1.55(3) 6.85(10) 4.90(10 
ae | Minneapolis, Minn. 38.51 66 .05(3) 8.95(8) 6.95(8) 
Nashville, Tenn. 27.65 43.75(2) 7.10 5.40 
a5 i New Orleans, La. 39.50 61.50(2) 10.00(8) 7.75(8) 
| BBY New York, N. Y. 4.10 7.00(1) .80(7) 
| ees Omaha, Nebr. 41.21 70.15(3) 9.50(8) 7.35(8) 
ry Philadelphia, Pa. 2.05 2.30(4) .55(7) 
2.55(5) 
hy Pittsburgh, Pa. 12.50 23.95(3) 3.15 2.20 
il Portland, Ore. 90.69 138 .00(6) 22.60(8) 17.35(8) 
. Salt Lake City, Utah 71.09 107 .05(6) 17.10(8) 13.15(8) 
betel San Francisco, Cal. 90.54 138.00(6) 22.60(8) 17.35(8) 
- Seattle, Wash. 90.69 138.00(6) 22.60(8) 17.35(8) 
“AE St. Louis, Mo. 30.75 55.35(3) 7.65 5.25 
(} Washington, D. C. 6.05 11.85(3) 2.65 1.80 
i] Montreal, Que. 16.05 32.15(3) 3.70(8) 2.75(8) 
Halifax, N. S. 34.70 63.80(1) 8.45(8) 6.35(8) 
Ottawa, Ont. 18.35 36 .85(3) 4.30(9) 3.35(9) 
Quebec, P. Q. 20.65 40.55(3) 5.30(8) 3.80(8) 
Toronto, Ont. 18.50 34.80(3) 3.70(8) 2.75(8) 
Hy Vancouver, B. C. 90.69 138.00(6) 22.60(8) 17.35(8) 
Notes: (1) 10 day limit (2) 30 day limit (3) 60 day limit (4) 2 day limit 
(5) 4 day limit (6) 3 months limit (7) seat (8) berth to Philadelphia 
(9) seat to Montreal, berth to Philadelnh‘a, seat to Atlantic City seat to Atlantic Ct 


(10) seat to Chicago, berth to Atlantic City 


The A.P.H.A. Membership Nomination Blank 


ut On page XX of this issue of the Journal appears a form to be used by members 
of the A.P.H.A. in nominating other persons for membership. This blank will be 
carried in the next few issues and we hope that every member will use it at 
least once. 


‘ 
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APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. They have 


requested affiliation with the sections indicated. 


Health Officers Section 

Fred R. Brigham, 718 Main St., Fitchburg, 
Mass., Agent, Board of Health 

Robert B. C. Franklin, M.D., Health Dept., 
Mount Airy, N. C., Surry County Health 
Officer 

Juan A. Gambus, 521 Church St., Ann Arbor, 
Mich., Student of Public Health, Univ. of 
Michigan (Health Officer in Venezuela) 

Aaron H. Haskin, M.D., 80 Millington Ave., 
Newark, N. J., Medical Receiving Officer, 
Health Dept. 

Kenneth W. Haworth, M.D., 106 East Second, 
Pratt, Kan., Pratt County Health Officer 
William J. Kucewicz, M.D., 41 Pearl St., 
Thompsonville, Conn., Town of Enfield 

Health Officer 

James C. MacPherson, M.D., Rosebud Health 
District, Didsbury, Alberta, Canada, Medi- 
cal Officer of Health 

Ulpiano Madrid-Leon, M.D., 715 Forest Plaza 
Apts., Ann Harbor, Mich., Student of Pub- 
lic Health, Univ. of Michigan 

James McClung, M.D., Richwood, W. Va., 
City Health Officer 

Robert G. Mossman, M.D., City Hall, 
Youngstown, Ohio, Commissioner of Health 

Bernard L. Toothaker, M.D., 9 Maywood 
Road, New Rochelle, N. Y., Clinician, 
Venereal Disease Division, Dept. of Health 

Hugh J. Wittwer, M.D., 5940 Marwinette, St. 
Louis, Mo., Diagnostician, Health Dept. 


Laboratory Section 

Jon Bjornsson, M.D., 619 N. Washington St., 
Baltimore, Md., Student, Johns Hopkins 
School of Hygiene and Public Health 

C. Robert Blake, B.A., St. James Hospital 
Laboratory, Butte, Mont., Laboratory 
Technician 

Jane I. Burns, Ph.D., Municipal Courts Bldg., 
Room 12, St. Louis, Mo., Chemist, Division 
of Health 

George M. Cameron, Ph.D., 2119 Ashwood 
Ave., Nashville, Tenn., Acting Director of 
Laboratories, State Health Dept. 

Ira G. Collins, A.M., 1001 South Mill, Col- 
fax, Wash., Director of Laboratory, Whit- 
man County Health Dept. 

William J. Firth, 5757 Calumet Ave., Ham- 
mond, Ind., City Chemist and Bacteriologist, 
Health Dept. 


Harriet C. Nye, A.B., 915 Los Arboles Rd., 
Albuquerque, New Mexico 

Agnes E. Recknagel, 54 Retreat Ave., Hart- 
ford, Conn., Senior Laboratory Technician, 
State Dept. of Health 

Anne Verharen, B.S., St. James Hospital 
Laboratory, Butte, Mont., Medical Techni- 
cian 


Vital Statistics Section 

Nora Barber, 404 City Hall, Fort Worth, 
Tex., Registrar of Vital Statistics, Dept. of 
Public Health 

James F. Donohue, B.S., U. S. Public Health 
Service Bldg., V. D. Div., 19th & Constitu- 
tion Ave., N. W., Washington, D. C., 
Statistician 

William F Elkin, M.S., 217 North Ingalls, 
Ann Arbor, Mich. Student, Univ. of 
Michigan 

Dorothy E. Wiesner, 639 Lorraine St., 
Mamaroneck, N. Y., Statistician, National 
Organization for Public Health Nursing 


Engineering Section 
Herbert M. Decker, A.B., 159-02 84th Ave., 
Jamaica, N. Y., Student, School of Public 
Health, Univ. of North Carolina 
John Veenstra, BS., 526 S. Division, Ann 
Arbor, Mich., Student, Univ. of Michigan 


Industrial Hygiene Section 

John J. Ferry, B.S. in Ch.E., 1 Madison Ave., 
New York, N. Y., Assistant Chemist, Met- 
ropolitan Life Insurance Co. 

Peter H. Gatte, B.S., Republic Steel Corp., 
Medical Laboratory, Youngstown, Ohio, 
Industrial Hygiene Chemist 

Irving J. King, M.D., 210 Riverway, Boston, 
Mass., Student, Harvard School of Public 
Health 

Peter A. Petrick, 25 North Columbus, Mount 
Vernon, N. Y., Technician, Metropolitan 
Life Insurance Co. 


Food and Nutrition Section 
Adelia M. Beeuwkes, B.S., University Health 
Service, Ann Arbor, Mich., Dietitian and 
Instructor in Nutrition 
John S. Goldsmith, M.S., John H. Dulany & 
Son, Exmore, Va., Bacteriologist (Frozen 
and Canned Food) 


~ 


| 


658 


Ruth M. Kahn, BS., 507 S. Euclid, St. Louis, 
Mo., Chief of Food Clinic, Washington 
Univ. Medical School Clinics 

Clifford R. Plumb, Dept. of Agriculture and 
Markets, State Office Bldg., Albany, N. Y., 
Director, Bureau of Food Control 


Maternal and Child Health Section 

Sant Ram Dulvy, M.B., LL.B., Field Hospital, 
A. I. O. C. Ltd., Masjid 1 Suleiman, S. 
Iran, Consulting Physician 

William Fraden, M.D., 2710 Morris Ave., 
Bronx, N. Y., School Physician, City Health 
Dept. 

Beatrice Hall, A.B., U. S. Children’s Bureau, 
Washington, D.C., Medical Social Consul- 
tant 

Orvis S. Hoag, D.D.S., State Dept. of Public 
Health, Springfield, Ill., Assistant Dentist 


Public Health Education Section 

Anna C. Bell, P. O. Box 124, Silverton, Colo., 
District Vice-Commander, Women’s Field 
Army, American Society for the Control of 
Cancer 

Laurentine B. Collins, M.A., 467 West Han- 
cock, Detroit Mich., Supervisor of Health 
Education, Detroit Public Schools 

Winton E. Gambrell, Ph.D., 517 North Wolfe 
St., Baltimore, Md., Assistant Professor of 
Bacteriology, Emory Univ. Medical School 
(Georgia) 

Lyman F. Huffman, M.D., 1817 Republic 
Bldg., Cleveland, Ohio, Chairman, Public 
Health Committee, Cleveland Academy of 
Medicine, and Member, Ohio Public Health 
Council 

Johanne U. Johnson, M.S.P.H., 315 S. Divi- 
sion St., Ann Harbor, Mich., Student, Univ. 
of Michigan 

Kathleen Kumler, A.B., 2575 Cadillac Blvd., 
Detroit, Mich., Graduate Student in Public 
Health, Univ. of Michigan 
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Sister Mary Marcella Rial, R.N., Ph.B., 326 
Ingalls St., Ann Arbor, Mich., Student, 
Univ. of Michigan 


Public Health Nursing Section 

Gertrude M. Lee, BS., Heron, 
County, Mont., County Nurse 

Katherine H. Moffett, Chico City Schools, 
Butte County, Chico, Calif., Nurse, Board 
of Education 

Cecilia A. Robrecht, R.N., R.F.D. 1, Tria- 
delphia, W. Va., Senior Nurse, City-County 
Health Dept. 

Eva V. Woerth, R.N., BS., Health Dept, 
City Hall, Sioux City, Iowa, Supervisor, 
Public Health Nursing, Woodbury County 
Health Unit 


Sanders 


Epidemiology Section 

John J. Boehrer, M.D., 4853 Colfax Ave, 
South, Minneapolis, Minn., Physician, 
Students Health Service, and Instructor in 
Preventive Medicine and Public Health, 
Univ. of Minnesota 

Berwyn F. Mattison, M.D., C.M., 242 George 
St., Fort Ann, N. Y., Physician-in-training, 
State Dept. of Health 

Lieut. John W. Regan, M.C., U.S.A., Carlisle 
Barracks, Carlisle, Pa., Instructor, Military 
Sanitation, Medical Field Service School 

Alice B. Tobler, M.D., 615 No. Wolfe St., 
Baltimore, Md., Student, Johns Hopkins 
School of Hygiene and Public Health 


Unaffiliated 
B. Franklin Blotz., M.D., Rocky Ford, Colo. 
William Kotler, B.S., 2429 East 17th St, 
Brooklyn, N. Y., Student, DeLamar Insti- 
tute of Public Health, Columbia Univ. 
Gottlieb M. Rohde, Jr., 2938 Smallman St., 
Pittsburgh, Pa., Advertising Manager, Ruud 
Manufacturing Co. 


CLosInc DATE FOR SUBMITTING FELLOWSHIP APPLICATIONS 


wo who may be interested in applying for Fellowship in the A.P.H.A. 
are hereby advised that Fellowship applications should be received not 


later than August 1, to insure consideration at the 70th Annual Meeting. 
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EMPLOYMENT SERVICE 


The Association Employment Service seeks to bring to the attention of appointi 
health personnel and to act as a clearinghouse on employment. 


ned public 


officers the names of 
This is a service of the 


) stion conducted without expense to the employer or employee 


ym the registry of persons available, select 


ed announcments are published from time to time. 


Appointing officers may obtain lists of all registrants on request. 


AVAILABLE 


Director of County Health Unit, large 
southern metropolitan area over 200,000, 
duties to include the direction of complete 
generalized program. Applicant must 
have M.D., M.P.H., with satisfactory 
experience in administration and technical 
phase of public health work. Salary de- 
pendent upon experience and training. 
for advancement assured. 
Box W, A.P.H.A. 

Sanitary Chemist for sewage laboratory 
in Eastern city. Salary $2,000. Graduate 
preferred. Write Box V, Employment 
Se rvice, A. P. H. A. 

Bacteriologist, Alexandria, Va., City 
Department of Health. Milk, water, 
serological, and general examinations. 
Salary $1,200 to $1,800 according to train- 
ing and experience. Apply to W. A. 
Browne, M.D., Health Offer. 

Physician with public health training to 
serve as full-time county health officer in 
rural South Atlantic area. Salary $3,600 
to $4,000. Write Box C, Employment 
Service, A.P.H.A. 

Public Health Nurse. General nurse 
for Alexandria, Va., City Health Depart- 
ment. Must bea graduate of an accredited 
hospital with special training and expe- 
rience in public health. Salary $1,620 to 


$1,800 according to qualifications. Apply 
to W. A. Browne, M.D., Health Officer. 
County Public Health Nurses for New 
Mexico. Must have 4 months’ post- 
graduate instruction under one of the rec- 
ognized public health nursing courses and 
one year’s experience. Must drive and 
have a car. Address inquiry to State 
Health Department, Santa Fe, N. M. 


U. S. CIVIL SERVICE COMMISSION 


The Commission has announced that 
applications will be received for positions 
as Senior Medical Officer ($4,600), Medi- 
cal Officer ($3,800), and Associate 
Medical Officer ($3,200), for appointments 
in the Public Health Service, with the 
Food and Drug Administration, Veter- 
an’s Administration, and the Indian 
Service. Forms for application may be 
obtained from the U. S. Civil Service 
Commission, Washington. 

The Commission also announces that 
applications may be filed for the positions 
of Public Health Nurse ($2,000) and 
Graduate Nurse, general staff duty 
($1,800) in the Indian Field Service, in- 
cluding Alaska. Forms may be obtained 
from the U. S. Civil Service Commission, 
Washington. 


PosITIoONs WANTED 


ADMINISTRATIVE 


A physician with M.P.H. from Johns 
Hopkins 1924, experienced as state direc- 
tor for communicable diseases, as county 
health officer and as director of field 
training center, will consider a responsible 
position with good income. A483 

Physician, aged 39, excellent graduate 
training and experience in public health, 
specialized in tuberculosis and epidemiol- 
ogy, now employed, will consider position 
with salary of $4,500 or better. A473 

Physician, aged 44, graduate of Rush 
Medical, completing work at Johns Hop- 
kins for M.P.H. and experienced as direc- 
tor of rural unit, will consider opening. 


Experienced physician, graduate Uni- 
versity of Illinois, M.P.H. Johns Hopkins 
1940, seeks administrative opening suit- 


able to his proven ability. Excellent ref- 


erences. A466 

Physician with M.P.H. from Johns 
Hopkins and 10 years’ field experience in 
responsible position with leading state 
health department, will consider good 
opening. A481 

Physician, graduate of University of 
Iowa, candidate for Dr.P.H. at Harvard, 
seeks good administrative position. A476 

Physician, aged 40, M.D. University of 
Minnesota, C.P.H. and Dr.P.H. Johns 
Hopkins, experienced in epidemiology and 
venereal disease control, will consider 
interesting position. A482 

Physician, specialist in maternal and 
child health. M.D. University of Kansas, 
M.P.H. Harvard. Excellent background 
in pediatric residencies, experience in 
municipal and county health work and as 


[659] 


| 
| 


660 


director of maternal and child health in 
state health departments. Desires position 
as director of a state program, as pedia- 
trician, or in school or college heaith 
program. A479 

Dentist, University of Pittsburgh, D.D. 
S., M.P.H. University of Pennsylvania 
1941, experienced in practice, wishes an 
administrative position in public health, 
preferably at state level. M450 


HEALTH EDUCATION 


Director of Health Education, woman. 
Knows fields of education and health 
education. National and state experience 
in organization, supervision, curriculum 
building and teacher education. Now 
employed but would consider a change. 
H495 

Young woman with Master's degree in 
Health Education, Teacher's College, 
Columbia University, and background of 
clinical laboratory work and biochemistry, 
seeks position as health educator in re- 
search or as laboratory assistant in public 
health. H494 

Public Health Nurse, M.A. Columbia, 
experienced in teaching health education 
and public health nursing. Wishes teach- 
ing position in college or university sum- 
mer of 1941. H472 


LABORATORY 
Laboratory Director. Unusually well 
qualified and experienced man, aged 41, 
Ph.D. with training at Michigan, M.I.T. 
and Maryland, excellent references. Will 
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consider administrative, teaching or re- 
search position in public health. L459 

Experienced woman bacteriologist, noy 
employed, graduate Iowa State College 
1925, 6 months on Fellowship at Johns 
Hopkins 1930, wishes position in serology, 
bacteriology, or research. L458 

Experienced bacteriologist, young man 
of 33, Sc.B. who for several years has 
been in charge of state laboratory doing 
public health and diagnostic bacteriology, 
immunology, and serology, will consider 
opening. L427 


SANITARY ENGINEERING 

Engineer, aged 38, 3 years’ experience 
as district sanitary supervisor, state de- 
partment of health, together with work 
on plumbing, heating and ventilation, will 
consider position in the plumbing or heat- 
ing field or state department of health. 
Prefers middle western or western states. 
E453 

Engineer with good training and expe- 
rience in water treatment, sewage plant 
operation and in research, wishes position 
as superinténdent. Can go anywhere. 


E422 


STATISTICAL 


Public Health Statistician. Young 
man, M.S.P.H. Michigan, now employed 
as supervisor of state health project, ex- 
perienced in medical economic research, 
epidemiology studies and vital statistics, 
seeks position in city or state health de- 
partment in mid-west. $458 


Advertisement 


NURSE PLACEMENT SERVICE 


Anna L. Tittman, R.N., Executive Director 
Suite 512, Willoughby Tower, Michigan and Madison Avenues, Chicago, IIl. 
Professionally sponsored. Approved Bureau of N.O.P.H.N. No registration fee. 


ADMINISTRATION: (a) Director V.N.A.; five 
nurses; growing community, fine opportunities for 
expansion of service; west coast. $2,500. No. 
41-1082. (b) Director; recently combined and 
reorganized; official county and urban service; mid- 
Atlantic; $2,750-$3,000. No. 40-2705. 


EDUCATION: (a) Director P.H.N. University 
program of study; Master’s degree, substantial 
background of P.H.N. experience and teaching; 
$3,500. No. 41-1268. 


CONSULTATION: (a) Maternity; state-wide; 
South; $165 plus travel. No. 41-1212. (b) In- 
dustrial; state-wide; college degree, P.H.N. cer- 
tificate, generalized experience, industrial 
experience desired, not required; $2,400. No. 
41-1061. 


SUPERVISION: (a) Field Supervisor; Univer- 
sity P.H.N. program of study; Master's degree; 
P.H.N. certificate, supervisory experience. 0. 
41-1077. (b) County; official; middle west; $2,100 
plus travel. No. 41-0783. (c) Assistant State 


APPLY 


Supervisor; middle west; $2,400 plus travel. No. 
41-1060. (d) Cardiac program; ivate urban- 
county; organize program; mid-Atlantic, $2,100 
No. 41-1066. 


SCHOOL: (a) One Nurse; state teachers college; 
supervise health program, teach one class a 
quarter; middle west; $1,800 for school term. 
No. 41-1211. (b) One Nurse; Board of Education; 
two schools; mid-Atlantic; $1,500. No. 
41-1112. 


ONE NURSE SERVICE: (a) County; official 
generalized service including maternity and home 
delivery; western mountain; $1,800. No. 09011. 
(b) Community; private, small rural community, 
popular summer resort; $1,800. No. 41-1269. 


STAFF: (a) Generalized; private; middle west; 
salary depends on qualifications; No. 08761. (b) 
Generalized; private; mid-Atlantic; No. 40-1480. 


CAMP: Opportunities open; chiefly north-middle 
west; salaries vary. 


NOW 
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Advertisement 


Opportunities Available 


PUBLIC HEALTH PHYSICIANS—(a) Indus- 
trial hygienist to take charge state program; $300, 
slus travel allowance; South. (b) Public health 
De ic an qualified for teaching of medical bac- 
t wy, immunology and pase health laboratory 
methods; university medical school; ability to con- 
iuct independent research, record of scientific 
( butions to literature important; $4,000. (c) 
T he — board of health in southern Ohio town; 
will be responsible for or, panes and directing 
complete health program. d) County health phy: 
sicians to take charge of districts comprise 
from three to five counties; $3,850, travel allow- 
ance; Far West. (e) To assume charge of school 
physician’s duties under supervision municipal 
health department; city of 300,000; about $3,600. 
PH 6-1, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 


STUDENT HEALTH PHYSICIANS—(a) Old 
established college in small midwestern town; mod- 
ern health service building equipped with x-ray, dia- 
thermy machine, a metabolism unit, eye 


testing equipment; i who has completed 
internship eligible: (b) Physician to direct health 
service in mid-western university with nearly 
1.500 students enrolled; attractive stipend. (c) To 


assume responsibility for medical needs of students 
- faculty in small California college; duties will 

nsume about one-half physician’s time; private 
ractice permitted; school appointment carries re- 
muneration of about $2,000. PH 6-2, Medical 
Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 


Situations 


PUBLIC HEALTH PHYSICIAN — Certified; 
bachelor’s and medical degrees from state univer- 
sity; C.P.H., Johns Hopkins; 4 years, director 
student health service, state university; 5 years, 
executive position with state health department; 
PH6-6, Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 


PUBLIC HEALTH NURSE EXECUTIVE— 
B.S. in Nursing Education; M.S. in Health Edu- 


PUBLIC HEALTH NURSES—(a) Certified pub- 
lic health nurse for municipal health department; 
18 nurses on staff; opportunity to take additional 
college courses if desired; midwestern metropolis. 
(b) Public health nurse with minimum Bachelor's 
degree; health education department of eastern 
school; duties include clinic work, care of chil- 
dren in infirmary, teaching health classes; living 
conditions excellent; September—June; Christmas 
and Easter vacations total 3 weeks. (c) Educa- 
tional director for large state organization; aca- 
demic and public health degrees required; about 
$175. (d) Several for state health nursing pro- 
gram including maternal and child hygiene, com- 
municable disease control, school nursing, crippled 
children’s follow-up, tuberculosis and some venereal 
disease follow-up; $135-$160. PH6-3, Medical 
Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 
BACTERIOLOGIST—Well-qualified bacteriologist 
for large hospital, Chicago area; duties begin 
about September; $150, increasing. PH6-4, Medi- 
cal Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 


LABORATORY TECHNICIAN-—-Thoroughly ex- 
perienced technician to serve as substitute in three 


county laboratories for 18 weeks, immediately; 
aay of permanent appointment at $1,800 
llowing completion of relief service; East. 
PH6-5, Medical Bureau (Burneice Larson, Direc- 


tor), Palmolive Building, Chicago 


Wanted 


cation; certificate in Public Health Nursing; 
record of successful executive experience in public 
health field. PH 6-7, Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 


BACTERIOLOGIST—A.B., 
sity; 6 years, university laboratory of animal 
pathology; 4 years, parasitologist, state department 
public health, PH6-8, Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 


Ph.D., state univer- 
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Public health physician, age 33, Protes- 


tant, P.G. courses in public health, five 
years’ experience with a southern state 
board of health, excellent references, 


would consider foreign or domestic ap- 


pointment, not liable for military service 
if he remains in public health. For fur- 
ther particulars, write Patricia Edgerly, 
Director, New York Medical annem 
489 Fifth Avenue, New York, N. 
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NEWS FROM THE FIELD 


TROPICAL MEDICINE-——PUERTO RICO 


HE director of the School of 

Tropical Medicine of the University 
of Puerto Rico (under the auspices of 
Columbia University), George W. 
Bachman, Ph.D., has reported activities 
of the school’s 14th year. An important 
event was the establishment of a de- 
partment of public health, funds for 
which will be provided by an appro- 
priation under the Social Security Act. 
Dr. Albert V. Hardy, associate profes- 
sor of epidemiology at the DeLamar 
Institute of Public Health, Columbia 
University, was assigned as the first 
executive officer of the new department 
to initiate its program. 

After 3 years of reconstruction, the 
new University Hospital was opened 
early in the year. The outpatient de- 
partment was the most important ac- 
tivity of the year under review, 20,077 
persons having called for treatment. A 
new library building, financed by the 
Puerto Rico Reconstruction Administra- 
tion, has been completed and a recent 
grant of $13,500 from the Carnegie 
Corporation of New York will provide 
for equipment. 

New quarters are under construction 
for a department of physiology, which is 
to be developed under the direction of 
Magnus I. Gregersen, Ph.D., head of 
the department of physiology at Colum- 
bia University, College of Physicians 
and Surgeons, New York. Dr. Harry 
S. Mustard, director of the DeLamar 
Institute, spent several weeks at the 
School of Tropical Medicine in January 
in connection with the new school of 
public health. 


CONNECTICUT PUBLIC HEALTH 
ASSOCIATION 
HE Connecticut Public Health As- 
sociation held its annual spring 
meeting in Bridgeport on April 16. A 


well rounded program was presented 
The health officers and public health 
nurses sat in separate sessions in the 
morning and were addressed by mem- 
bers of their respective groups on 
various phases of their work, while the 
sanitary inspectors made a field trip 
which included visits to housing projects 
under construction, sewage and refuse 
disposal plants, and pasteurizing plants. 
In the afternoon a joint meeting of 
all the groups representing the Con- 
necticut Public Health Association was 
addressed by several speakers on in- 
teresting and timely subjects. 
The following officers were selected: 
President—Richard O’B. Shea, M.D., B-idge- 
port 
President-Elect—Paul H. Brown, M.D., Stam- 
ford 
Vice-President—Alired Burgdorf, M.D., Hart- 
ford 
Secretary-Treasurer—M. L. 
Middletown 
Representative to the 
Council—Joseph I. 
Haven 
Alternate Representative to the APHA 
Governing Council—Millard Knowlton, M 
D., Hartford 


Palmieri, M.D. 


A.P.H.A. Governin: 
Linde, M.D., New 


PROGRESSIVE EDUCATION ASSOCIATION 


HE International Conference of the 

New Education Fellowship will be 
held at the University of Michigan, 
July 6 to 12, 1941. Sally Lucas Jean, 
Executive Secretary of the Health Sec- 
tion, World Federation of Education 
Associations, is organizing health educa- 
tion study groups and a general health 
session covering all phases of the school 
health program. The chairman for 
the general session will be Clair E. 
Turner, Dr.P.H., Professor of Biology 
and Public Health, Massachusetts In- 
stitute of Technology. The subject 
chosen for this session is: ‘“ The Appli- 
cation of the Psychology of Progressive 
Education to the Field of Health, and 
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the Contributions of Health Education 


to Progressive Education.” The Pro- 
sressive Education Association is the 
United States section of the New Edu- 


cation Fellowship, and the coming In- 
ternational Conference at Ann Arbor 
will be the first Fellowship conference 
to be held on the mainland of this 
country. Two earlier meetings in this 
hemisphere took place at Mexico City 
in 1935, and at Honolulu in 1938, while 
other conferences were conducted in 
different countries in Europe. 


NATIONAL TECHNOLOGICAL CIVIL 
PROTECTION COMMITTEE 


Ae number of copies of a 
much discussed and important re- 
lease of the National Technological 
Civil Protection Committee have come 
into the possession of the Association. 
This should be of great interest to 
health officers and engineers. Several 
in both classifications who have seen 
it say it is the most interesting docu- 
ment they have had in their hands for 
a long time. It reports comments of 
American observers in Britain on what 
is happening there to public utilities 
and health services under bombings. 
The release is not generally available 
and copies will be sent to readers who 
request them as long as the supply lasts. 


INFANTILE PARALYSIS 


HE National Foundation for In- 

fantile Paralysis announces the pub- 
lication of a Spanish translation of the 
pamphlet The Nursing Care of Pa- 
tients with Infantile Paralysis, by 
Jessie L. Stevenson, R.N., Consultant 
in Orthopedic Nursing, National Or- 
ganization for Public Health Nursing. 
(his pamphlet, illustrated by line draw- 
ings, was prepared by the National 
Organization for Public Health Nursing 
ior the National Foundation for Infan- 
tile Paralysis as a part of a project in 
orthopedic nursing sponsored by the 
Foundation. It is intended to assist the 


public health nurse and others respon- 
sible for home care of patients with in- 
fantile paralysis in and following an 
epidemic. Copies either in Spanish or 
English are available free won request 
from the National Foundation for 
Infantile Paralysis, 120 Broadway, New 
York, N. Y. 


CONGRESS ON OBSTETRICS 


HE second American Congress on 

Obstetrics and Gynecology will be 
held in St. Louis April 6 to 10, 1942. 
Dr. Fred L. Adair, professor of ob- 
stetrics and gynecology at the Univer- 
sity of Chicago, is President of the 
Congress. This Congress will follow 
the plan of the conference in Cleveland 
in 1939 with sectional meetings for the 
various groups, including nurses, pub- 
lic health workers, administrators, edu- 
cators and physicians, and _ general 
sessions for all members attending the 
Congress and round tables. 


CIVILIAN DEFENSE BULLETIN 
HE A.P.H.A. has acquired copies 
of Bulletin No. 1, Structures Series, 
entitled “ Protective Construction in 
Civilian Defense.” This was prepared 
by the War Department with the as- 
sistance and advice of other federal 
agencies and is issued by the Division 
of State and Local Cooperation, Office 
for Emergency Management. 
Requests for copies will be honored 
as long as the supply lasts. 


UNITED STATES NEEDS PUBLIC HEALTH 
PERSONNEL FOR EMERGENCY HEALTH 
AND SANITATION ACTIVITIES 

NDER an Appropriation Act ap- 

proved March 1, 1941, Dr. 
Thomas Parran has announced that 
$525,000 has been made available to 
the Public Health Service to assist state 
and local health authorities in health 
and sanitation activities. The assist- 
ance is to be used in areas adjoining 
military and naval reservations and in 
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areas adjoining government and private 
industrial plants engaged in defense 
work. 

The personnel of the Public Health 
Service will be supplemented by ap- 
proximately 250 public health workers 
to assist the state and local health de- 
partments. An orientation or intro- 
ductory program has been planned by 
the Service (see American Journal of 
Public Health, May, 1941, page 537). 
An Advisory Council has been ap- 
pointed by the Surgeon General con- 
sisting of the following: 

Milton J. Rosenau, M.D. 

Harry S. Mustard, M.D. 

John Sundwall, M.D. 

W. S. Leathers, M.D. 

Gaylord Anderson, M.D. 

Cecil K. Drinker, M.D. 

Abel Wolman, Dr.Eng. 

Ira V. Hiscock, Sc.D. 

A. Parker Hitchens, M.D. 

Katharine Tucker, R.N. 


The additional personnel needs of the 
states have been estimated as follows: 

55 physicians 

95 engineers 


64 public health nurses 
52 laboratory technicians 


It has been estimated that there are 
more than 100 critical areas over the 
United States needing sanitation and 
public health assistance. 

The orientation course during May 
consisted of a class of 52 members 
about equally divided between phy- 
sicians, nurses, and engineers. The 
third and fourth courses are scheduled 
to start June 2 and July 1, respec- 
tively. 


THE HARD OF HEARING AND THE DEAF 


ONRAD G. CELVIG of Santa 

Monica, Calif., Chairman of the 
Committee on Legislation of the Ameri- 
can Society for the Hard of Hearing, 
has called attention to a publication 
now available from the United States 
Government Printing Office as House 
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Document 151, A Digest of State Lays 
affecting the Hard of Hearing and the 
Deaf, with Supplementary Notes on 
Administrative Acts, Orders and Polj- 
cies, 1941. 

This report, prepared by the State 
Law Index Section of the Legislative 
Reference Service of the Library of 
Congress, is published in response to a 
rising tide of interest in state legislatures 
in behalf of the hard of hearing. |; 
covers the economic, humanitarian. 
medical, and educational aspects of the 
problem. 


A PROGRESS REPORT FROM THE COm- 
MITTEE TO STUDY THE PUBLIC 
HEALTH NURSING CURRICULUM 


A’ the request of Katharine Tucker, 
R.N., Chairman of the Committee 
on Public Health Nursing Curriculum, 
attention is called to a progress report 
which appeared in the May, 1941, issue 
of Public Health Nursing, pages 311- 
314, 

Miss Tucker points out that at the 
present time 26 universities or colleges 
have programs of study approved by 
the National Organization for Public 
Health Nursing. Profound changes 
have taken place in the factors that 
affect content and method since the 
standards for the curriculum were last 
revised. A joint undertaking between 
the N.O.P.H.N. and the U. S. Public 
Health Service has been under way 
since February, 1940, with Mary J. 
Dunn, R.N., Public Health Nursing 
Consultant of the Service assigned to 
the work. The purpose of this com- 
mittee is defined as to “ determine 
what the public health nurse practitioner 
needs to know and the best way of pro- 
viding the knowledge, skills, and atti- 
tudes required for optimal public health 
nursing performance.” The committee 
hopes to realize a curriculum guide for 
public health nursing that will be 
flexible rather than hard and fast and 
that will meet the needs of the present 
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possibly of the next 4 to 5 years. 
Production committees are now at 
work on units for the curriculum cover- 
ing maternal health, infant health, pre- 
school child health, health of the school 
child, communicable disease control, 
tuberculosis control, pneumonia, in- 
fluenza and the common cold, ortho- 
pedic and plastic conditions, cancer 
control, heart conditions, mental con- 
ditions, diabetes, oral conditions, nu- 
tritional conditions, and _ industrial 
health. A unit on venereal disease 
control has already been prepared. 


NEW OFFICERS OF ARIZONA PUBLIC 
HEALTH ASSOCIATION 


A’™ its Annual Meeting held in 
Phoenix in April the Arizona 
Public Health Association elected the 
following officers: 

President—Robert A. Greene, Ph.D., Tucson 
President-elect—Lewis H. Howard, M.D., 
Tucson 

First Vice-President—Howard L. McMartin, 
M.D., Phoenix 


Second Vice-President—Marion E. Stroud, 


Phoenix 
Secretary—not yet elected 


ILLINOIS PUBLIC HEALTH ASSOCIATION 


HE first annual Public Health Con- 

ference of the Illinois Public Health 
Association in codperation with the 
Cook County Public Health Agencies 
and the Public’ Health and Hygiene 
Section of the Illinois State Medical 
Society was held in Chicago on May 
19 and 20. 

The program included a review of the 
large Manteno State Hospital typhoid 
fever epidemic, round tables on com- 
municable disease control, on public 
health problems in military areas, on 
the réle of nurses in national defense, 
on public health dentistry, on com- 
munity planning in public health, and 
on tuberculosis as a national health 
problem. 

Technical sessions. were held on 
recent developments in laboratory pro- 
cedures, on water examinations, on 
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food poisoning, on insect-borne diseases, 
and an evaluation of the relationship of 
poliomyelitis to sanitation. 

More than 300 persons were regis- 
tered. The Illinois Public Health As- 
sociation voted to apply for affiliation 
with the American Public Health 
Association. 


JOHN ROSSLYN EARP, DR.P.H. 

R. JOHN ROSSLYN EARP, 

former Director of the Bureau of 
Health of New Mexico and for several 
years on the staff of the New York State 
Health Department died May 19, at 
the age of 50. He was an Englishman 
by birth, and a naturalized citizen of 
the United States since 1932. His edu- 
cational background was of the best: 
Cambridge: Licentiate of the Royal 
College of Physicians; Member of the 
Royal College of Surgeons; and a 
Doctor of Public Health, the Johns 
Hopkins University. Thus well pre- 
pared, he made unusual contributions 
in the academic, administrative, and 
editorial fields of public health. Dr. 
Earp carried on his work for a period 
of years under the handicap of serious 
illness and demonstrated a rare and in- 
spiring courage. He became a member 
of the A.P.H.A. in 1923 and a Fellow 
in 1927. He served on the Governing 
Council from 1934 to 1937. 


MATTHIAS NICOLL, JR., M.D. 


R. MATTHIAS NICOLL, JR., 

Commissioner of Health of New 
York State from 1923 to 1930 and 
Health Commissioner of Westchester 
County from 1930 until his retirement 
in 1938, died on May 13 at the age of 
73. Dr. Nicoll was elected to member- 
ship in the Association in 1917, to 
charter Fellowship in 1922, served as a 
member of the Governing Council from 
1927 to 1930 and as a member of the 
Executive Board from 1930 to 1933. 
He was a past president of the State 
and Provincial Health Authorities of 
North America. 


AMERICAN JOURNAL OF PuBLIC HEALTH 


June, 194} 


PERSONALS 


Central States 

Harry G. Hanson, formerly of the 
State Department of Health, Bis- 
marck, N. D., will be Acting Direc- 
tor of the Division of Sanitary En- 
gineering for the North Dakota 
Health Department during the ab- 
sence of Ltoyp K. Crark, Director, 
who has been ordered to a year’s 
active service with the army. 
Wittram W. Kettry, M.D.,+ Green 
Bay, Wis., was elected President of 
the State Board of Health at the 
board’s annual meeting recently. 
Dr. STEPHEN CAHANA, Milwaukee, 
was elected Vice-President and Dr. 
CorNeELtus A. Harper,f Madison, 
reélected Secretary. 

Captain R. S. NE Assistant En- 
gineer in the sewerage section of the 
Illinois state division of sanitary 
engineering at Springfield, has been 
called to military service with the 
Engineering Corps at Fort Lewis, 
Wash., where he reported April 20. 
F. Scuarer, M.D.,¢ who just 
completed a postgraduate course at 
the University of Michigan, Ann 
Arbor, has been designated Director 
of the city-county health unit of 
Colorado Springs and El Paso 
County, succeeding Dr. THomas D. 


Officer of Sumter County, Ala., with 
offices in Livingston. 


Eastern States 


Tvor GrirritH, M.D., Dean of Phar- 


macy at the Philadelphia College of 
Pharmacy and Science, was elected to 
the presidency of the institution to 
succeed Dr. Witmer Krvsen. 
former Director of Public Health of 
the City of Philadelphia, who has 
served as President of the College 
since 1927. 


Paut D. Guernsey f has become As- 


sistant Executive Secretary of the 
District of Columbia Tuberculosis 
Association in Washington, having 
resigned his position with the Bufialo 
Tuberculosis Association, Buffalo, 
N. Y. 


HENRY VANZILE Hype, M.D., of Syra- 


cuse, N. Y., has been appointed 
Director of the Bureau of Pneumonia 
Control of the New York State De- 
partment of Health, succeeding Dr. 
Epwarp S. Rocers * who has been 
appointed Assistant Commissioner 
for Medical Administration. Dr. 
Hyde is a graduate of Johns Hopkins 
University Medical School, has been 
connected with the College of Med- 
icine of Syracuse University, and has 


actively engaged in medical research. 

Grorce M. Lott, M.D., has been ap- 
pointed as Director of the Mental 
Hygiene Division of the Suffolk 
County Department of Health, 
New York. 


MENSER, who resigned to enter 

private practice in Trinidad. 
Harotp W. Serr, M.D., formerly of 

Bethel, Ohio, has been named Health 


* Fellow A.P.H.A. 
t Member A.P.H.A. 


The A.P.H.A. Membership Nomination Blank 


On page XX of this issue of the Journal appears a form to be used by members 
of the A.P.H.A. in nominating other persons for membership. This blank will be 
carried in the next few issues and we hope that every member will use it at 
least once. 
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C. Porrer, M.D.,+ Medical Di- 
rector of the New Jersey Department 
of Institutions and formerly Pennsyl- 
vania State Secretary of Welfare, 
has been elected to succeed Dr. 
(HEVALIER JACKSON as President of 
the Woman's Medical College of 
Vennsylvania, at Philadelphia. 


Southern States 

Max E. Briur, M.D.,* formerly of 
Burkesville, Ky., has been appointed 
Health Officer of Madison County to 
succeed Dr. B. BILLING- 
ton, Richmond, who has entered 
military service. 

R. Correy, M.D.,* formerly As- 
sistant Chief, Domestic Quarantine 
Division, U. S. Public Health Serv- 
ice, has been appointed Assistant 
Surgeon General to head the division 
of sanitary reports and statistics. 

LeonarD A. CrossBy, M.D., of Elkton, 
Ky., formerly Health Officer of Todd 
County, has been given supervision 
of Trigg, Lyon, and Caldwell Coun- 
ties, which have been combined after 
health officers were called to military 
service. 

Grorce A. Dame, M.D.,+ Inverness, 
Fla., has been appointed Director of 
the Nassau County Health Unit, 
succeeding Dr. Irvinc E. Stwmons, 
formerly of Fernandina, who has 
accepted a similar position in Coffee 
County. 

Joun D. FauLkner,y Raleigh, has 
been appointed Sanitary Engineer in 
charge of the Office of Milk Sanita- 
tion for the North Carolina State 
Board of Health. He was formerly 
Consultant Engineer, Typhus Control 
Unit, Division of Epidemiology of 
North Carolina. 

Maupe M. Gerpes, M.D.,+ formerly 
consultant in obstetrics for the Chil- 
dren’s Bureau, Washington, D. C., 


* Fellow A.P.H.A. 
* Member A.P.H.A. 
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has been appointed Director of Ma- 
ternal and Child Health of the 
Mississippi State Board of Health at 
Jackson, Miss. 

Erwin F. HorrmMan, M.D.,7 Sebring, 
Fla., Director of the Highlands 
County Health Unit, has resigned to 
accept an appointment as Assistant 
Epidemiologist for the State Board. 

Marion F. Jounson, M.D., has been 
named City Health Officer of Fort 
Myers, Fila. 

Haratp H. Lunp has been appointed 
Executive Secretary for the District of 
Columbia Tuberculosis Association, 
Washington. Mr. Lund was formerly 
connected with the Justice Depart- 
ment of the federal government. 

Wittiam D. May, M.D., formerly of 
Durant, Miss., has been appointed 
Director of the State Health Depart- 
ment personnel training center at the 
Lauderdale County Health Depart- 
ment. He succeeds Dr. Rosert L. 
StmMons,t who has been made 
Director of the Pearl River County 
Health Department in Poplarville. 

J. R. McGreony, M.D., has been ap- 
pointed Director of Health of the 
U. S. Indian Service, according to an 
announcement by Secretary of the 


Interior Harold L. Ickes. Dr. Mc- 
Gibony succeeds Dr. James G. 
TOWNSEND, Director of Indian 


Health from 1933-1941, who was 
recalled from the Indian Service by 
the Public Health Service last Feb- 
ruary to become Director of Indus- 
trial Hygiene for the National Insti- 
tute of Health. Dr. McGibony is 
detailed to the Indian Service from 
the U. S. Public Health Service where 
he has held a commission since 1936. 
Since 1938 he has served as Hospital 
Administrator of the Indian Service. 
James O. Natt, M.D.,+ Marion, Ky., 
has been given supervision of Liv- 
ingston and Crittenden Counties 
which have been combined as a result 
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of health officers being called to 
military service. 

CHARLES EpcAar Reppick, M.D.,7 
Paducah, Ky., has been appointed 
Health Officer of McCracken County 
to succeed Dr. Russett E. 
Paducah, who has been appointed 
Assistant State Epidemiologist. 

Harry B. Smitu, M.D.,+ Tavares, 
Fla., has resigned as Director of the 
Lake County Health Department to 
become Epidemiologist for the State 
Board of Health. He will be suc- 
ceeded in Lake County by Dr. 
ArtHur W. Newitt,j formerly 
Director of the Bureau of Epi- 
demiology, Michigan State Depart- 
ment of Health, Lansing. 

Lee Smitu, M.D., Nashville, 
Tenn., has been named Health 
Officer of Choctaw County, succeed- 
ing Dr. THomas T. Box. 

Epwarp M. THompson, M.D., Russell- 
ville, Ky., has been appointed 
Health Officer of Todd and Logan 
Counties, which have been combined 
after health officers were called to 
military service. 

Grorce H. Zersst, M.D.,¢ formerly of 
Sumter, S. C., has been appointed to 
succeed Dr. James L: Mrs, Lexing- 
ton, as Health Officer of Lexington 
County. 


Western States 

Norman E. Irvine, M.D., Lebanon, 
Ore., was recently elected President 
of the State Board of Health, and 
Dr. H. Hutcuens, Port- 
land, Vice-President. 

F. Situ, M.D., Lander, 
Wyo., has been appointed to the 
State Board of Health. 


Alaska 
Ernest A. Cook, M.D.,+ former med- 
ical missionary serving in Alaska and 


* Fellow A.P.H.A. 
+ Member A.P.H.A. 
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Labrador, has been named Director 
of the Randolph County Health Unit 
succeeding Dr. Winston A. Ep- 
WARDS, who resigned to enter private 
practice. Dr. Cook recently com- 
pleted a course of special training at 
the station maintained by the State 
Department of Health at Opelika, 
Ala. 


Canada 
CHARLES W. MacMILLan, M.D.,7 has 
become Chief Medical Officer of the 
Province of New Brunswick, Canada, 
with offices in Fredericton, succeeding 
Dr. WILLIAM WARWICK. 


DEATHS 

Epwarp Criark, M.D., Buffalo, N. Y., 
died on February 28. Dr. Clark was 
Past-President of the Erie County 
Medical Society, and formerly Dis- 
trict State Health Officer of Erie, 
Genesee, Niagara, and Orleans 
Counties. 

JoHN Rosstyn Earp, Dr.P.H.,* Med- 
ical Editor, Division of Public 
Health Education, New York State 
Health Department, Albany, N. Y., 
and former Director of the Bureau 
of Public Health of New Mexico, 
died May 19. 

Morton G. Lioyp, Px.D., of Wash- 
ington, D. C., died April 26. Dr. 
Lloyd was Chief of the Safety Codes 
Section of the National Bureau of 
Standards since 1917. He was a 
member of the Committee on Hy- 
giene of Housing of the American 
Public Health Association. 

Frep Moore, M.D., Des Moines, Iowa, 
died on April 8. Dr. Moore was 
Director of the health department of 
the public schools of Des Moines and 
was on the staffs of several hospitals. 

Matrutias Jr., M.D.,* former 
Commissioner of Health of New York 
State and former Health Com- 
missioner of Westchester County 
died May 13. 
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